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FOREWORD 


The Quarter.ty Review or Surcery, Ossterrics aND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

. Preoperative and Post- . Abdominal Wall 10—I. Spleen 
operative Therapy . Hernia . Proctology 

. Tumors . Peritoneum . Genitourinary Surgery 

. Neurosurgery . Stomach and . Gynecologic Surgery 

. Head and Neck Duodenum . Vascular Surgery 

. Plastic Surgery . Intestines . Orthopedic Surgery 

. Thyroid and Parathyroid . Appendix . Traumatic Surgery 

. Thoracic Surgery . Liver and Biliary . Miscellaneous 

. Breast Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obsletrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 


. Normal Pregnancy . The Menstrual Cycle 
Including Diagnostic Tests . The Vulva and Vagina 
. Pathologic Pregnancy . The Uterus Including Cancer 
. Ectopic Pregnancy, Hydatid Mole, of the Uterus 
Chorionepithelioma . The Adnexa (Physiology and Pathology) 
. Normal Labor Including Anesthesia . Operative Gynecology 
and Analgesia . Sterility and Fertility 
. Pathologic Labor Including . Female Urology 
Operative Obstetrics . Miscellaneous 
. Pathology of Newborn . Book Reviews 
. The Puerperium 
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Surgery of the Esophagus: A Review 


George M. Bogardus, M.D.* 


SEATTLE, WASH. 


PART lf 


The purpose of this review is to provide a résumé of some of the outstanding con- 
tributions relating to surgery of the esophagus. Neither time nor space permit an 
exhaustive treatment of cach phase of esophageal surgery. However, it is hoped 
that the material presented will be an adequate representation of most of the prob- 
lems that existed and the manner in which they have been solved up to the present 
time. Many seemingly insuperable obstacles have been overcome. Others remain 
to be solved. The aspects of esophageal surgery which will be referred to are: (1 
experimental contributions, (2) resection of the cardia and lower end of the esoph- 
agus, (3) resection of the midthoracic esophagus, (4) supra-aortic anastomosis, (5 


esophageal varices, (6) spontaneous perforation of the esophagus, (7) esophagitis, 
‘8) caustic burns of the esophagus, (9) tracheoesophageal fistula, (10) tumors and 
cysts other than carcinoma, (11) esophageal diverticula, and (12) the jejunal loop. 


EXPERIMENTAL CONTRIBUTIONS 


Advances in esophageal surgery have been particularly dependent upon contribu- 
tions from the autopsy room and the experimental laboratory. Adams! noted that 
“a major contribution in the recent success enjoyed by surgery in the treatment of 
this tumor (esophageal) has been by animal experimentation carried out in con- 
junction with clinical experience."’ It is pertinent to note that Billroth'*® was led to 
investigate problems in esophageal surgery as a consequence of certain autopsy ob- 
servations, as the following indicates. 

Billroth'® wrote, ‘the very first sections which I had to perform on individuals 
who had died from esophageal carcinoma caused me to wonder whether it would 
not be possible to extirpate pieces from the esophagus. Two accidental injuries of 
the esophagus which I had an opportunity to observe in Zurich as well as an esoph- 


* Clinical Instructor in Surgery, University of Washington School of Medicine, Seattle. Diplomate 
American Board of Thoracic Surgery. 

T Part II will appear in the September issue of the Quarterty Review or Svrcery, Onsrereics anp 
Grnecotocy. A comprehensive bibliography will be included. 


agotomy which I had to perform here in Vienna because of a foreign body showed me 
how slight the danger was from an esophageal injury as such. In a monograph by 
Cheever** in Boston in 1867 the results of all the known esophagotomies have been 
collected and they furnish an unusually favorable concept of this operation. The 
first operation of this type which I performed on a medium size hunting dog seemed 
to have the desired results completely but the servant who was supposed to pour 
milk into the dog through a throat sound to be inserted into the incision had the 
misfortune on the fifth day after the operation of plunging the sound into the medi- 
astinum and hence of squirting the amount of milk meant for the stomach into the 
wrong place. The animal died of mediastinitis and pleuritis as a consequence of 
this error. I shall therefore forego a description of the details of the operation in 
this experiment. The second operation was performed by Drs. Czerny and Menzel. 
On April 21, 1870, the esophagus of a big yellow dog was exposed with the aid of 
chloroform anesthesia, pretty far down the left side of the throat and then with the 
help of finger and scalpel the shaft was detached from its surroundings for a distance 
of two inches. It was then cut transversely and 114 inches completely removed. 
The lower end was joined to the skin at the lower end of the cut by two stitches in 
order to facilitate the introduction of the throat sound for the purpose of artificial 
nourishment."’ This operation turned out successfully. 


According to Carter et al** the earliest experimental studies on esophagogas- 
trostomy were carried out by Biondi in 1895. Biondi"? used the transpleural approach 
and drew the stomach up into the chest and created an intrathoracic esophagogas- 
trostomy uniting the end of the esophagus to the fundus of the stomach. Other 
works cited by Carter et al** included Dobromysslow,**® who resected 4 cm. of the 
lower esophagus and reunited the ends by two rows of silk sutures. At the end of 
three weeks there was satisfactory healing with slight dilatation of the esophagus 
proximal to the line of anastomosis found at autopsy. Carter et al** noted that 
Gosset*® in 1903 had used the transpleural approach and a continuous suture uniting 
the whole thickness of the esophagus and stomach. The importance of anchoring 
the intrathoracic portion of the stomach by means of suturing the same to the pleura 
was emphasized. According to Carter et al** this was apparently the first record of 
an attempt to relieve tension by anchoring the stomach. Janeway and Green*’ 
reported their work on the esophagus in 1910. They pointed out that an operation 
of practical utility for cardiac cancer must remove not only a portion of the esophagus 
but also a considerable part of the stomach and particularly the lesser curvature, 
and that such an operation could be accomplished without undue tension by end-to- 
end anastomosis with suture. By an operation of that character it was possible for 
them to have 10 operative recoveries out of 17 dogs and 5 out of the'last 6. They 
noted that the death of the recovered animals about six weeks after the operation was 
due to interference with the normal physiology of the pylorus and may be prevented 
by a simple pyloroplasty. 

Hans Brun™ gave considerable thought to the problem of mobilization of the 
stomach and he pointed out that mobilization of the duodenum after the method of 
Kocher would facilitate placing the stomach higher in the chest. Saint and Mann'® 
concluded from their investigations that the most significant of the factors that make 
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the problems in operations on the esophagus somewhat different from those in 
surgical procedures on other parts of the gastrointestinal tract are: (1) anatomical 
situation, (2) lack of serosa, (3) poor blood supply, (4) physical environment with 
particular reference to the movement of respiration, (5) strength and character of 
the propulsion of food material through it, and (6) lack of omentum to protect and 
favor healing of the suture lines. They reported a method for section and resection 
of the esophagus, the essential procedures of which were: (1) employment of an 
interrupted suture of fine silk in order to conserve the blood supply to the line of 
anastomosis, (2) sectioning of the left phrenic nerve in order to help immobilize 
the site of operation, and (3) preventing the animal from taking anything by mouth, 
maintaining his nutrition with intravenous injection of dextrose and sodium chloride 
in order to replace the esophagus as much as possible at physiologic rest; and this 
method proved successful in their experimental surgery. 

Omi and Karasawa"‘ of the Dairen Hospital in South Manchuria used silk sutures 
and placed them in three layers, the first in the mucosa, the second in the muscle and 
adventitia, and the third, an external continuous Lembert suture. Of 9 cases with 
end-to-end sutures of the thoracic esophagus, 7 were successful; of 5 intrathoracic 
esophagogastrostomics, 3 showed intact suture lines. Omi and Karasawa felt that 
a carefully made suture of the esophagus is sufficiently reliable to warrant its adoption 
in human surgery. In 1923 Miller and Andrus** reported their careful studies in the 
experimental laboratory. They contested the opinion that “suture of the esophagus 
is uncertain because of three factors, viz: the esophagus offers no firm tissue for the 
suture to grasp and hence it tears out; it is difficult to avoid a fatal degree of tension 
on the suture line; and finally freeing enough of the tube to allow room for suture is 
apt to destroy circulation to the point of resultant gangrene. Our work has convinced 
us of the fallacy of this opinion. The submucosa of the dog's esophagus is so strong 
and so well developed that it offers, at least in the lower third, as sturdy tissue for 
the suture to grip as does the bowel. In the lower third of the tube tension on the 
suture line can be entirely avoided; furthermore, we believe a method is presented 
whereby tension can be avoided for any suture of the dog's thoracic esophagus ex- 
cepting only that of the extreme upper portion. We have not encountered necrosis 
of the isolated tube.'’ The authors excised a circular portion of the anterior wall 
of the stomach and they used mattress sutures plus outer continuous fine silk. Four- 
teen of 18 dogs survived—11 with intact suture line and functioning anastomoses. 
Miller had difficulty with gastric dilatation and noted “‘it seems to be a result of 
disturbance of the neurological control of the stomach."’ It is interesting to note 
that Omi and Karasawa" after trying a number of procedures in an effort to prevent 
hernia completely excised the diaphragm on the left side and found that the animal 
seemed to suffer no marked consequence; they were led to attempt this through the 
observation of a Turkish soldier in the First Balkan War who lived an active military 
life for a number of years with a rather complete diaphragmatic hernia caused by 
gunshot wound. 


Ohsawa's” remarkable achievement, reported in 1933, is quoted, in part, as fol- 
lows: ‘‘in approaching the thoracic part of the esophagus, we have already stated, 
our various experimental studics have proved that free thoracotomy is the most 
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logical method. The operative procedures furthermore are more casily and safely 
carried out under normal atmospheric pressure. Under differential pressure, it is 
entirely impossible to carry out surgical maneuvers upon the esophagus. This is the 
very factor that hindered the progress of this line of surgery. A series of 68 cases 
of diseases of the thoracic part of the esophagus were subjected to free thoracotomy, 
and in none of these cases have we encountered dangers directly referable to the 
operation itself. 

‘In the usual transabdominal technique, it has been the universal attitude of 
surgeons to fear and methodically avoid an injury to the pleura, the invariable result 
being the restricted operative field. It is our principle not to worry about pleural 
injury. Our transabdominal technique, in which the thoracic cavity is frequently 
entered whenever it becomes necessary, must be considered in reality as a semi- 
thoracotomy. It is practically an abdominal substitute for free thoracotomy. A 
skin incision is made, about 3 cm. of seventh, eighth and ninth ribs of their cartilages 
on the left side are resected, the ninth intercostal space is incised for a length of 5 cm., 
the costosternal border of the seventh rib divided, and thus the left costal arch is 
destroyed. 

The costal flap is then retracted upward. If the pleura is injured during this 
maneuver no attention is paid to it. The triangular ligament is then cut off, the 
left lobe of the liver is made free and retracted toward the right, the peritoneum 
covering the esophageal hiatus is cut through circularly, the esophagus exposed, and 
the conditions of this segment of the gullet are inspected. By this method, we have 
been able to expose about 10 cm. of the lower part of the esophagus in most of our 
cases. This is quite an advantage over the usual technique in which the operation, 
such as extirpation of tumor, can be performed only on about 5 cm. of the esophagus.’ 

He also described a free transdiaphragmatic thoracolaparotomy as follows: ‘‘a 
hook-formed incision is made on the thoracic wall, starting at the junction of the 
anterior axillary line and the seventh rib, passing the level of the tenth rib on the 
posterior axillary line, and terminating on the paravertebral line at the level of the 
sixth rib. The skin muscle flap is turned upward, and the thorax is entered in the 
seventh intercostal space after resecting segments about 15 cm. long of the seventh 
and cighth ribs. Upon entering the thoracic cavity, the phrenic nerve is identified 
and either crushed or sectioned. When the diaphragm becomes quiescent by this 
maneuver, the mediastinal pleura is incised along and in front of the aorta for a length 
of approximately 6 cm., and the esophagus is exposed to view. The lower, exposed 
portion of the esophagus is isolated from the surroundings, and after carefully re- 
viewing its anatomical conditions, the incision of the mediastinal pleura is extended 
downward. The esophageal hiatus is next incised, the membranous part of the 
diaphragm is then incised obliquely toward the left, and thus the thoracic and 
abdominal cavities are made to communicate with each other directly, and the lower 
part of the esophagus and the cardia are brought into a single operative field. 

“The most dependable method of anastomosis was found to be that in which the 
layer suture is applied and the site of anastomosis is methodically covered by the 
great omentum. In spite of the fact that the results of our experimental csophago- 
jejunostomy in the thoracic cavity were bad, we were able to cure 2 patients in 
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whom the operation was performed. Where the jejunum is to be utilized for an- 
astomosis, we prefer to apply an end-to-side technique as far as possible, but if tension 
is unavoidable by this technique, we consider it to be far safer to rely on anastomosis 
in Y. 

“Of our 143 operative cases, the operative procedure primarily planned was car- 
ried out on 63, of which successful cases are extremely few. But successful results 
in 4 out of 12 cases of tumors of the thoracic part of the esophagus, cures in all the 
6 cases of idiopathic dilatation treated by our method of intrathoracic esophago- 
plasty with complete mobilization of the cardia at the esophageal hiatus, success in 
8 cases of the radical extirpation of carcinoma of the cardia by resection of the lower 
5 cm. of the esophagus by our semi-thoracotomic laparotomy which ts employed in 
the identical sense as laparothoracotomy, cure obtained in 12 cases of total gastrec- 
tomy by a semi-thoracotomic laparotomy or by an ordinary laparotomy, and a suc- 
cessful bimanual extraction of a false tooth, hitherto considered as the most difficult 
foreign body, lodged in the mucosa by the combined method of free thoracotomy 
and gastrotomy, are results not yet superseded by European or American record. 
The credit for this record is due to none other than free thoracotomy.” 

Adams et al* reported their experimental work in 1938. They laid stress on the 
necessity of the anastomosis being performed without tension on the suture line and 
remarked that at times some tension on the suture line was noted when the an- 
astomosis was complete. These cases almost routinely resulted in death from a leak 
of the anastomosis, and when tension was avoided leaks seldom occurred. 

Carter et al** noted that stricture occurred in every case in which the end of the 
esophagus was implanted into the stomach whereas no stricture followed the end-to- 
side type of anastomosis when the end of the esophagus was anastomosed either to 
the edges of an incision in the fundus of the stomach or to the edge of a circular 
excised area of the fundus. The incidence of perforation at the line of anastomosis 
was 89 per cent when no anchor sutures were placed in the stomach or esophagus; 
29 per cent when such sutures were placed in the stomach, and none when they were 
placed in both the stomach and esophagus. 

In more recent years a number of studies have been carried out upon the blood 
supply of the esophagus and the extent to which mobilization may be carried out 
without leading to necrosis. Shek et al''® noted that in experimenal animals it has 
been well demonstrated that not only can the entire thoracic esophagus be deprived 
of its blood supply and survives well but at the same time portions can be resected 
and the esophagus reunited by end-to-end anastomosis with perfect healing. This, 
he thought, would tend to prove that the arterial supply from the gastric arteries 
was sufficient to nourish the entire esophagus. Swenson ct al'* concluded that it 
was evident from experiments that a considerable portion of the esophagus can be 
separated from its regional blood supply with much less chance of serious compli- 
cation than has been previously accepted. Surgical mobilization of one-half the 
entire esophagus is a safe procedure. Their studies indicated that most of the tho- 
racic esophagus can be freed even down to the stomach without compromising the 
blood supply. To free the entire esophagus, that is, cervical and thoracic, results 
in a very high incidence of vascular failure as demonstrated in their Groups I and II. 
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Swenson ct al'** concluded that “it is clear from these experiments that after sepa- 
rating the esophagus from its bed, changes in function are observed which are caused 
by injury to the nerve supply. The division of nervous pathways for the most part 
result in a loss of peristalsis which fortunately is only temporary. The occurrence 
of these functional changes is extremely important to remember in dealing with 
postoperative patients in whom a portion of the esophagus has been freed."’ 
RESECTION 


OF THE CARDIA AND LOWER END OF THE ESOPHAGUS 


In 1915 Torek'** reviewed some of the previous work on resection of the cardia 
and the lower esophagus. He noted that resection of the abdominal portion of the 
esophagus had been attended with success three times, by Voelcker'** in 1907, by 
Kummel* in 1909, and by Zaaiger in 1912.'** Both Voelcker and Kummel carried 
out their resections by the abdominal route only. Zaaiger’s case was somewhat 
more complex. He was the first to operate successfully in a case of carcinoma of the 
cardia by the transpleural route. He operated in three stages: a gastrostomy at the 

- pyloric portion according to Kader’s method, and then extensive rib resection in 
order to cause collapse of the thorax and thereby bring the lower portion of the 
esophagus and cardia nearer the surface of the body, reducing considerably the 
depth at which the main operation was performed. The lowest seven ribs of the 
left side were resected in almost their entire length through two parallel incisions 
about 25 cm. long. The superficial musculature was extirpated, the skin sutured, 
and finally the tumor was resected by lateral thoracotomy. The skin incision was 
made in the left upper quadrant about in the mid-mammillary line, the peritoneum 
and pleura were opened, the diaphragm divided from below, upward to the hiatus. 
The esophagus and stomach were removed; the lower end of the esophagus was 
drawn to the skin in the neighborhood of the posterior axillary line and sutured 
there. The end of the esophagus and the gastric fistula were connected by a rubber 
tube. 

Fischer® in i326 described a transpleural approach with invagination of the 
esophagus into the stomach and he quoted F. H. A. Starr as having carried out this 
operation in 1922 but the patient died of embolism five days afterward. The site of 
invagination appeared to be good at that time. According to Lewis,™ the year 
1938 was notable for two reports: Garlock’s three consecutive successes by the Torek 
method, and Adams and Phemister’s successful transpleural transphrenic resection of 
the cardia with esophagogastrostomy. In the same year Marshall's’* report came 
out. Lewis said, ‘It seems likely that this year will come to be looked upon as the 
turning point in the surgery of the esophagus—the year which marked 40 years of 
wandering after claborate and ingenious devices and a return to simple, straight- 
forward and meticulous surgery; exteriorization, invagination, cutaneous flaps, 
phrenic flaps, pull-through strippers, mediastinal approaches, Murphy buttons, and 
even endoscopic resections—these must be recognized as methods which while 

trying to avoid the acknowledged dangers of esophageal resection create new dangers 

and difficulties of their own."’ He also noted that outside of America the Japanese 
surgeon, Ohsawa, must be especially mentioned because in 1933 he published a series 
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of 20 resections of the lower end of the esophagus with 9 survivals. “‘ The report of 
this striking achievement was received by Western surgeons almost with incredulity 
until 10 years later the still larger series and even higher recovery rates of Garlock, 
Churchill, and Sweet confirmed that such results could be achieved and consistently 
achieved." Adams and Phemister reviewed previously successful esophageal re- 
sections for carcinoma and described in detail their technique for a single stage 
transpleural transdiaphragmatic resection and anastomosis of the cardia and lower 
end of the esophagus. Here again it is worth noting their reference to experimental 
work. ‘‘The high degree of success attending these operations in dogs determined 
us to attempt a similar procedure in a patient with carcinoma of the thoracic esoph- 
agus. This was performed by one of us (DBP) on January 26, the patient having an 
entirely uneventful convalescence.’ 

In 1946 Garlock**® reviewed the advantages of a combined abdominothoracic ap- 
proach for carcinoma of the cardia and lower esophagus. He noted that Humphreys 
had first called his attention to the simplicity of the combined abdominothoracic 
approach when he presented before the New York Surgical Society a patient who 
had been operated upon for carcinoma of the cardia. Garlock reviewed previous 
developments in obtaining exposure and cited the work of Lannelongue,*® Micheli,** 
von Mikulicz,** Marwedel,?* and others. He felt that the combined thoracoab- 
dominal approach was a natural development after more than 10 years of intensive 
work and study in this field and that it combined the best features of all the previ- 
ously reported methods. 

Sweet,'*® who has a very extensive experience with this type of surgery, reviewed 
some of the physiologic effects of this type of operation. Some of the physiologic 
disturbances that he noted were as follows: ‘‘In common with patients who have 
been subjected to a total gastrectomy, patients who have had operation of the sort 
described frequently complain that they do not gain normal appetite. This may 
correct itself after weeks or months have elapsed but in many cases the return of 
appetite is incomplete at best. The occurrence is associated with, and possibly 
explained in part, by the fact that many patients experience a functional delay in 
the emptying time of the stomach. It has been observed, however, that pronounced 
examples of the inability of the stomach to empty after the performance of a partial 
gastrectomy and esophagectomy have become much less frequent than formerly, that 
the difficulty arises least often in patients who have had a high esophagectomy. A 
possible explanation of this is that that division of the gastrocolic and gastrohepatic 
ligaments is carried all the way to the level of the pylorus in every case, thus prob- 
ably interrupting many of the sympathetic nerve fibers which would otherwise be 
over-active because of the absence of the vagus inhibition. The recurrences of 
dysphagia were exceedingly unusual after esophagectomy with csophagogastric 
anastomosis. Cicatricia] stenosis of the anastomosis has been observed in only one 
of a series of resections for carcinoma of the esophagus in one out of 180 cases."’ With 
reference to dyspnea, ‘‘ although a large portion of the left thoracic cavity may be 
occupied by the transplaced stomach, patients on whom an esophagectomy has been 
performed almost never experience any sensation which might make them aware of 
the presence of the stomach within the thorax. Furthermore, after the immediate 
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and postoperative period of re-adjustment has gone by there is rarely any striking 
dyspnea or evidence of circulatory disturbance.” 


RESECTION 


OF THE MIDTHORACIC ESOPHAGUS 


Torek's'** brilliant achievement will always be a source of inspiration. Torek 
recalled that Sauerbruch held that operations for carcinoma of the esophagus should 
be undertaken only if the new growth is cither high up near the neck or low down 
where anastomosis with the stomach could be made but that the growths in the 
middle portion of the esophagus were not removable. The reasons for excluding 
these cases from the realm of operative interference were: *‘(1) the inaccessibility of 
that portion of the esophagus which passes behind the arch of the aorta; and, (2) 
the danger arising from injury to the pneumogastric nerves which in that location 
branch in front of the esophagus like a plexus. Division of both vagi before they 
reach the heart was held to cause instant death and at operations in that region it 
has been repeatedly observed that tugging at a vagus or pinching it was promptly 
followed by collapse of the heart as manifested by the pulse which persisted for a 
longer or shorter time until death set in. Finally, the uncertainty of the closure of 
the upper stump of the csophagus and consequent effects on the pleural cavity has 
been a source of great danger after resection in any part of the esophagus where 
anastomosis could not be made. The leakage from that stump was doubtless due to 
the tension in the esophagus from swallowed saliva. Every contraction of the con- 
strictors of the pharynx would temporarily increase the pressure in this blind pouch 
until the suture finally was unable to withstand the pressure from within. The 
patients who would escape death either from injury to the vagus or from shock, 
pneumothorax, or pneumonia, all died from the giving away of the esophageal 
closure, no matter how skillful the operative surgeon had been.” 

In a case operated at the German Hospital, March 14, 1913, Torek succeeded in 
demonstrating the feasibility of resection of the middle portion of the esophagus for 
carcinoma. The method of access to the field of operation was as follows: *' the 
incision was carried through the whole length of the seventh interspace from the 
posterior end of which was extended upward by cutting through the seventh, sixth, 
fifth and fourth ribs, near their tubercles. The tumor was found to be fairly fixed 
in position just below the border of the transverse portion of the arch of the aorta 
allowing only very slight mobility. The portion of the esophagus below the tumor 
between it and the diaphragm was exposed in the usual manner by incising the pleura, 
drawing the vagi aside and lifting the esophagus out of its bed. At the site of the 
tumor, the dissection of the vagi was more difficult as some of the branches crossing 
over in front of it had to be cut in order to permit liberating the tumor without undue 
roughness in handling the vagi. To my great satisfaction the pulse never wavered 
during this procedure, remaining between 93 and 96. The dreaded vagus collapse 
had therefore been safely avoided. The dissection of that part of the esophagus which 
passes behind the arch of the aorta offered great difficulties which were finally over- 
come by dislodging the aorta at that site and lifting it forward after having ligated 
and divided a number of its thoracic branches. Getting the aorta out of the way 
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where it crosses the esophagus is of considerable help in liberating the latter. I 
had come to the conclusion that the rational way to deal with the danger of leakage 
from the upper stump of the esophagus was to eliminate that organ from the pleural 
cavity altogether. I therefore dissected the esophagus loose from its attachments 
all the way up to the neck, divided it with a cautery at a safe distance below the 
carcinoma after double ligation, and brought the esophagus with the tumor out 
through an incision in the neck. Ligation of the lower stump had been made after 
first crushing the esophagus at that site. This stump was invaginated like an ap- 
pendix stump, the only difference that two successive purse-string sutures of silk 
were used instead of only one. 

“The general anesthesia was given by tracheal insufflation according to Meltzer- 
Auer, the apparatus constructed by Dr. Herman Fischer being used. It worked very 
satistactorily. The employment of a differential pressure chamber, cither positive or 
negative, could not be considered as the rubber cuff around the patient's neck used in 
such an apparatus to separate the air about the head from the air about the body 
would have interfered with the operation at the neck. From the notes taken by Dr. 
Carl Eggers, who administered the anesthetic, I extract the following: ‘15 cc. of 
anesthol was used, the intubation was performed; a woven silk catheter +18 French 
being introduced with the aid of the finger. Ether was now used for the anesthesia, 
100 cc. sufficient for the entire operation.’ "’ Torek concluded, ‘now that the way 
for a successful performance of this operation has been shown, it is our imminent 


duty to advise operation as soon as the presence of a carcinoma of the esophagus is 


recognized. Remember that success depends to a great degree upon carly diagnosis 
and early operation and that it is not wise to wait until the difficulty in swallowing 
becomes marked before suspicion of the presence of cancer is aroused.”’ 

Despite the brilliant achievement of Torek, it was still possible for Ochsner and 
DeBakey®? to say in 1940 that ‘‘it must be admitted that the brilliance of these 
isolated accomplishments was considerably enhanced by the surrounding gloom 
resulting from the majority of attempts." Since Torek’s case, 53 additional cases 
had been reported in which resections have been done according to the thoraco- 
cervical technique. Of the total number of 58 cases, not including the author's 
(Ochsner-DeBakey) 41 (70.6 per cent) died. Reference should be made, however, to 
the extrapleural resection performed by Lilienthal’ in 1921 and to Eggers’** report 
of a successful case done by the Torek method in 1925. With regard to exposure of 
the midesophagus it can be said that Ochsner and DeBakey"* in 1940 referred to the 
use of the right thoracic approach. Interest in the right side where access to the 
esophagus was again expressed by Lewis in 1946.* 

In this country Kent and Harbison*' and McManus’* expressed interest in the 
right sided approach. Sweet pointed out the disadvantages of a two-stage operation 
of this kind and remarked that if he were to do this kind of operation he would do 
it in one stage, turning the patient over and performing the thoracic portion im- 
mediately. However, he remarked that he thought that the left side approach was 
by and large much more satisfactory. More recently Sanger,''' Nakayama,*’ and 
Therkelsen'** have reported the use of the right-sided approach. Nakayama estab- 
lished a transdiaphragmatic approach from the right, eliminating both the costec- 
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tomy and an unnecessary incision. He stated that “‘the surgical procedures have 
been so simplified by this approach that the amount of bleeding during the operation 
has been reduced and the time for the entire operation has been amazingly shortened 
to approximately one hour.’’ He reported 22 cases of radical esophagectomies for 
middle and upper thoracic esophageal cancers using this newer approach with no 
operative deaths. A further advantage of the right-sided approach is that diaphrag- 
matic function is preserved. 


SUPRA-AORTIC ANASTOMOSIS 


In 1946 Sweet'** described a high intrathoracic esophagogastric anastomosis in 
the treatment of extensive cicatricial obliteration of the esophagus. He pointed out 
that it is necessary to sever the stomach from the esophagus at the level of the cardia 
and that it is better to remove the esophagus because an end-to-side anastomosis 
between esophagus and the fundus of the stomach is casicr to perform and better 
functionally. Preservation of an adequate blood supply to the level of anastomosis 
is easily accomplished in the esophagus provided that the level of division is high 
enough to reach the esophageal branch of the inferior thyroid artery. Division of 
the esophagus at a high level is of such importance that one should never be tempted 
to cut it at a lower point even if considerable length is available. To free the stomach 
so as to relocate it with the fundus in the apex of the thorax, all the attachments 
excepting those in the region of the pylorus and the lower portion of the antrum must 
be divided. This involves the division of the left gastric artery, the vasa brevia, and 
the left gastroepiploic artery. To preserve the arcade of vessels on the lesser curva- 
ture side, the left gastric artery must be divided close to its origin from the celiac 
axis and free the stomach from its attachments by gastrolicnal and gastrocolic liga- 
ments to the spleen and colon and care must be exerted to avoid injury to the an- 
astomotic communications of the gastric epiploic vessels. Sweet preferred a circular 
opening in the stomach wall for the site of the anastomosis and he prefers interrupted 
sutures. The advantages of bringing the stomach high into the chest are that the 
food is delivered directly into the stomach instead of into the jejunum, thus the 
amount of food which can be taken at one time is more nearly normal. In case of 
intractable stricture of the esophagus resulting from chemical burns, therefore, an 
esophagectomy followed by a high intrathoracic esophagogastric anastomosis is 
superior anatomically, physiologically, and psychologically to any form of external 
esophagoplasty. 


In 1949 reports of intracervical anastomoses came out, one by Wylie and Frazell,'** 
another by Brewer,” and the third by Nissen.** Nissen pointed out that as far back 
as 1920 Kirschner** had been successful in performing a cervical esophagogastrostomy 
on patients with cicatricial stenosis of the mediastinal part of the esophagus, no 
resection being done, however. The stomach was mobilized in the same way as 
has become today's routine procedure and was brought up to the neck through a 
subcutancous tunnel on the anterior chest wall. He added that the first case of 
successful cervical csophagogastrostomy following resection of an upper third cancer 
was reported by Sweet in December, 1949, the operation having been performed 
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October 28, 1947. Sweet thought at that time that it was necessary to remove the 
mesial portion of the clavicle and the prominent corner of the manubrium of the 
sternum and the anterior half of the first rib. Nissen** noted that he did not experi- 
ence any difficulty in bringing the stomach through the aperture of the chest and 
thought that it might be assumed that Sweet had to deal with an abnormally narrow 
thoracic aperture. 


ESOPHAGEAL VARICES 


Pemberton®’ concluded that “‘indirect operations such as splenectomy even when 
combined with ligation of the coronary vein or with the omentopexy does not 


prevent recurrence of bleeding from the esophageal varices in more than 38 per cent 
of the cases." In 1934 Kegaries® studied the veins of the esophagus and wrote that 
‘at the cardia, as had been noted previously, the submucous veins of the esophagus 
are well supported and it is reasonable to believe that the formation of varices first 
occurs below the cardia, secondly, above that point after collateral channels of 
anastomoses have been established.’" The results of injection of the veins of the 
esophagus seem in general to answer the description given by Poirier and Charpy,'® 
“IT was impressed by the minute size of the veins of the cardia—from this work one 
may conclude that the venous plexus of the esophagus is a vulnerable structure and 
hemorrhage may occur in conditions other than portal hypertension, such as cardiac 
decompensation, diseases of the spleen and trauma or ulceration of the esophagus.” 

In 1939 Crafoord and Frenckner®* introduced what may be considered one of the 
direct methods of treating esophageal varices and that was by injection of the 
esophageal varices by the sclerosing solution. Moersch*® has had experience with 
this procedure in this country and in 1947 he described the results of treatment in 
22 cases of esophageal varices in which gastrointestinal hemorrhages occurred. 
Twelve of the patients had no further bleeding. * After treatment all 12 have gone 
longer than three years and 8 have gone more than four years without bleeding.” 
He noted that patients in whom satisfactory results were not obtained by injection 
of a sclerosing solution invariably were found to have varices in the cardiac end of 
the stomach, as well as in the esophagus which was not true in the successfully 
treated patients. He adds, ‘In cases of varices in which the cardiac end of the 
stomach as well as the esophagus is involved some form of treatment other than 
injection of a sclerosing solution, such as portacaval anastomosis or resection of 
the cardiac end of the stomach and the lower end of the esophagus should be con- 
sidered." 

In 1947 Rountree et al'** devised a latex inflatable tampon on a Miller-Abbott tube 
and successfully treated 2 cases of bleeding. They referred to Kaplan's earlier article 
in the Medical Record in 1941. Further experiences with the balloon tamponade 
were described in 1950 by Sengstaken and Blakemore.''* It was determined that 
pressures of 20 to 30 mm. of mercury could be tolerated by the esophagus for con- 
siderable periods of time and they designed gastric esophageal balloons which they 
used with good success. 

In 1947 Phemister and Humphreys” noted that portacaval shunt introduced by 
Whipple was the ideal treatment, since, in addition to reducing the clevated pressure 
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and the tendency to hemorrhage of the gastroesophageal varices, it relieved the 
passive congestion from all structures drained by the portal system. They called 
attention to the fact that in some cases of fibrous or cavernomatous transformation 
either the main trunk or one of its large tributaries precluded caval shunt. They 
reported one case of total gastrectomy and another of transthoracic esophagogastric 
resection for varices. 

In 1950 Crile® used direct transesophageal ligation of bleeding esophageal varices 
in a group of 7 patients, all of whom had had splenectomy performed for congestive 
splenomegaly secondary to extrahepatic block of the splenic portal vein. Crile 
noted that Boerema™ had reported the same procedure in 1949. Linton’! reported 
on the emergency and definitive treatment of bleeding esophageal varices and he 
recommended that the balloon tube be inserted and bleeding be controlled by cardio- 
esophageal tamponade. The patient is then operated on through a left transpleural 
approach with incision into the cardia and esophagus and the varices sutured. The 
incision in the esophagus and cardia is closed in a transverse manner using three 
rows of interrupted fine silk sutures. Because of the danger of subsequent bleeding 
portacaval shunt is performed as soon as the condition warrants. 

Baronofsky's'® work in 1949 is pertinent to the use of extensive gastric resection. 
He found that “the abetted influence of portal hypertension of the ulcer diathesis 
was shown by the fact that in two of the dogs with extensive gastric resection, that 
is, 90 per cent in all of a series of dogs, 6 with a three-quarter resection, ulcers, and 
erosions were found.’’ Wangensteen'** remarked in 1947 that a 95 to 98 per cent 
gastric resection or total gastrectomy was physiologically sound in the management 
of esophageal varices, even though they did not approach the problem as directly as 
does the ecsophagogastric resection. Olsen et al** reported in 1953 that their ob- 
servations indicate that the primary pathologic process that leads to hemorrhage 
from esophageal varices is increased hydrostatic pressure in some cases and ulceration 
of the mucosa in others. Their observations also suggested to them that “increased 
hydrostatic pressure within the varix may result in impaired circulation and de- 
vitalization of the surface of epithelium. The latter is then less resistant to regurgi- 
tated gastric juice or to trauma from particles of food. The complicative factor of 
ulceration then develops which in turn causes further destruction of esophageal 
tissue in the walls of the varix.’’ Recently Palmer ct al** reported that “ trans- 
esophagoscopic measurements of venous pressure in 14 occasions on 6 patients.” 
Subsequently he has also found “‘ that there has been a satisfactory reduction in the 
pressure in the varix after portacaval shunt."’ 
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SURGICAL TREATMENT OF AORTIC INSUFFICIENCY 


Charles A. Hufnagel, Washington, D. C., Georgetown University Medical School. 


Since inception of animal work eight years ago, Hufnagel has transferred this ex- 
perience to the human and operated upon 81 patients, 50 per cent of whom were 
terminal cases. Most had angina and no patient was accepted who had not been in 
congestive failure because of aortic insufficiency. In his experience it was rare to 
have any major degree of aortic stenosis in the presence of significant insufficiency; 
associated mitral stenosis was unusual despite clinical murmurs. 

In placing the plastic ball-valve in the descending aorta, stability is obtained with 
a multiple point fixation ring. The ball-valve itself, made of polyethylene and 
methylmethacrylate, is prepared in varied sizes so as to fit well into a given aorta. 
Angulation of the aorta proximal and distal to the valve produced some thrombosis 
with embolization in a few cases, and one death. However, since orlon has been 
wrapped around the valve ends no difficulty has been encountered. 

Over-all mortality has been 16 cases (20 per cent). Five patients were operative 
deaths, some before and some after valve insertion. Eight patients died from inter- 
current disease, such as continued rheumatic activity. The longest survival has been 
two and a half years. 

Dr. Sarnoff in discussing this paper asserted that the diminished perfusion pressure 
of the coronary arteries results in compensatory coronary vasodilatation. He has 
observed in the dog a moderate amount of hemolysis after placement of the ball- 
valve; since the coronaries are already dilated, the decline in oxygen transport may 
injure the myocardium. 


THE PRESENT STATUS OF CARDIAC ARREST 


Frank Gerbode, Stanford University Medical School, San Francisco, California. 


The incidence of cardiac arrest appears to be about one per 3000 general operations 
and about one per 50 cardiac operations. Among the important factors leading to 
this emergency are hypoxia, anesthesia, inadequate ventilation, and vagal stimula- 
tion. The hypercapnea seen with poor ventilation may produce a fall in pH, with 
associated hypercalemia, and increased vagal effect and bradycardia. 

Operations on cardiacs with cyanotic heart disease have the highest incidence of 
arrest or ventricular fibrillation, and the salvage rate is poorest. The incidence was 
8 /126 with no recoveries. In mitral stenosis the incidence was 7/178 with only one 
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death. Of 1200 cases in the literature, 56 per cent were restarted and 25 per cent were 
ultimately salvaged. 

The author recommended special care with anesthesia, especially in cardiacs and 
suggested premedication with Demarol, 100 mg. and scopolamine 0.4 mg. Induction 
is produced with thiopental 0.5 mg. slowly, with simultancous administration of 
100 per cent oxygen and decamethonium bromide 3 mg. Intubation is completed 
and respiration is controlled quite meticulously. 

To treat cardiac arrest, (1) insure adequate oxygenation, (2) inject 0.5 to 1.0 cc. 
calcium chloride into the pulmonary artery, (3) begin cardiac compression rhyth- 
mically. 

For ventricular fibrillation, (1) defibrillate by electric shock of 1 to 5 amp., 0.1 
second duration, and (2) compress rhythmically. 


PANEL DISCUSSION ON HYPOTHERMIA 


Moderator: Wilfred G. Bigelow, Toronto. Participants: Denton Colley, Houston; 
Charles Dubost, Paris; Sterling Edwards, Birmingham, Ala.; Helmut Jaeger, Santiago, 
Chile; John Lind, Stockholm; Harris B. Shumacker, Ind.; Henry Swan, Denver; and 
Sir Russell Brock, London. 


A discussion of the method of cooling was begun by Dr. Brock, who prefers to 
induce hypothermia by shunting blood through a cooling system, which requires 
20 to 30 minutes to get down to 28 C. Its chief advantages are that, since the chest 
is opened before cooling, you may decide not to use hypothermia on the basis of the 
open chest findings and, secondly, you may use it in a case in which you had not 
planned for it but found it necessary after thoracotomy. Apparently it also provides 
a better control of temperature than the ice coated or electronic blanket methods. 
The latter method has been associated with some skin burns. 

The authors agreed that above 28 C. is a relatively safe temperature, with cardiac 
arrhythmias uncommon. There were but isolated instances of death during cooling. 
At lower temperatures Lind has observed some necrosis of myocardial cells even in 
surviving dogs. Edwards has found that blood perfusion of the coronary vessels 
will markedly reduce mortality in dogs. Shumacker also found considerable benefit 
from producing a sino-auricular nodal block by local injection of procaine. 


PHYSIOLOGIC STUDIES IN MITRAL VALVE DISEASE 


Rejane Harvey, Columbia University College of Physicians and Surgeons, New York. 


Methods were presented for differentiating mitral stenosis with its associated 
mechanical block from other clinical states. This block results in a low cardiac 
output which fails to increase normally on exercise. The pulmonary artery pressure 
is elevated, and neither of these hemodynamic abnormalities nor the patient's symp- 
toms respond to digitalis, whereas in left heart failure improvement results. Fol- 
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lowing mitral commissurotomy, the hemodynamics are usually improved, but the 
pulmonary artery pressure only rarely returns to normal. 

In mitral insufficiency the symptoms are greatly ameliorated by digitalis, with 
decrease in pulmonary artery pressure, increase in cardiac output and an improved 
exercise response. Operation for a small associated mitral stenosis will produce no 
improvement, but result in increasing heart size and a reduced cardiac output. 

In myocardial insufficiency with some mitral stenosis, fatigue is the most promi- 
nent symptom. The cardiac output is low and the pulmonary artery pressure normal 
at rest with a rise on exercise. In asymptomatic mitral stenosis there is a normal 
cardiac output and normal to slightly increased pulmonary artery pressures. 


THE ELECTROK YMOGRAM OF THE LEFT ATRIUM IN MITRAL DISEASE 
Olga M. Haring, Chicago Medical School, Chicago, Illinots. 


The author reviewed studies of border tracings of the left atrium in mitral valve 
lesions using the technique of electrokymography. Several projections were used 
with tracings recorded at high film speed. The normal person usually shows a nega- 
tive wave during systole. Mitral disease produces a high plateau during systole. 
In mitral insufficiency this plateau rises sooner than 0.10 second after the first sound 
and falls in early diastole. In mitral stenosis, the plateau rise began after 0.10 second 
and did not end until after the opening snap of the mitral valve. Electrokymographic 
diagnosis agreed with the surgical or autopsy findings in about 80 per cent of cases. 


PANEL ON LATE RESULTS OF MITRAL COMMISSUROTOMY 


Moderator: E. Cowles Andrus, Baltimore. Participants: Sir Russell Brock, London; 
Dwight E. Harken, Boston; Harper K. Hellems, Detroit; Otto Janton, Philadelphia; 
John W. Keyes, Detroit; William Likoff, Philadelphia; Isidro Perianes, Buenos Aires; 
and Douglas Robb, Auckland, New Zealand. 


It was agreed by the panel that a successful result of surgery for mitral stenosis 
depended, in general, upon the patient's having that lesion, its duration and severity 
and associated lesions such as other valve involvement, arrhythmias, valve calci- 
fication. In addition, the surgery itself must be well done. 

The participants had encountered few cases in which the left auricle was inac- 
cessible or the mitral valve itself not amenable to surgery. The improvement noted 
in some cases which were found to have an inoperable lesion at thoracotomy was 
ascribed to the prolonged rest, since these patients reverted to their previous state 
when they resumed activity. As for recurrence of mitral stenosis, it was agreed that 
this was less likely to occur if the valve had been completely opened. Several cases 
were mentioned that had been opened widely, but reclosed following bouts of 
rheumatic fever. 


The pleural-pericardial pain and fever, cyclic in nature, beginning six weeks post- 
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operatively remains an enigma. There is no clear evidence that it is prevented by 
prophylactic penicillin or sulfa drugs. It was noted that this syndrome also oc- 
curred in a small percentage of operated cases with congenital heart disease having 
no rheumatic disease. 

Operative embolization remains a problem with a probable incidence of 5 to 10 
per cent. All agreed that carotid artery occlusion should not be used except where 
there are loose auricular clots or a calcified valve, in view of the chances of neurologic 
sequelae from this procedure. 

Embolization, even in cases of mitral stenosis without previous symptoms, was 
considered a definite indication for commissurotomy by most participants. The 
Statistics confirmed this attitude. In one group, 75 per cent recurred within 10 years, 
30 per cent untreated recurred in three years; only 13 per cent recurred who had re- 
ceived Dicumerol continuously. 


TECHNICAL ADVANCES IN THE MITRAL STENOSIS OPERATION. 
Robert P. Glover, Philadel phia. 


The author reviewed the technique of mitral commissurotomy, from the postero- 
lateral chest incision down to the valve itself. Salient points included clamping the 
auricular appendage and flushing out any loose clots; if the finger does not readily 
fracture the valve, then a commissurotomy knife is applied to the split. The antero- 
lateral commissure down to the annulus; the subvalvular papillary muscles and 
chordae tendinae must also be freed for a satisfactory result, the surgical criterion 
being at least two fingers readily admitted through the valve. 

In discussion of this paper, Dr. Clarence Crafoord reported the successful removal 
of a left atrial myoma employing extracorporeal circulation. 


SURGICAL TREATMENT OF MITRAL REGURGITATION. 
Dwight E. Harken, Boston. 


The pathologic patterns of mitral insufficiency were described: (1) Mitral insuffi- 
ciency with loss of valve substance; (2) Relative loss of substance from left ventricular 
enlargement; (3) Directional (due to deformity of subvalvular tissue); (4) Poor oc- 
clusion of valves; and (5) Combination of above deformities. In relative mitral in- 
sufficiency, the mitral annulus is displaced from the usual position in alignment with 
endocardium of ventricle to epicardium. 


Dr. Harken presented results of his “‘baffle’’ operation for mitral insufficiency. 
Twenty-nine terminal cardiacs were selected with 9 operative deaths, 10 late deaths 
(S$ due to emboli). Ten were still living, but none were entirely well. He now prefers 
to approach the dilated annulus by tightening with sutures under hypothermia. 


Dr. Bailey, in the discussion, discussed his pericordial graft for mitra] insufficiency. 
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He had poor results in general with a high operative mortality and shrinkage of the 
graft. Dr. Glover reported 5 cases with dilated annulus with encouraging results 
in 4 and 1 anesthetic death. 


MOTION PICTURE: “AORTIC VALVE MOVEMENTS.” 


Tan K. R. McMillan, London, England. 


Postmortem preparations of the heart in which induced myocardial contracture 
ejected saline through the valves were employed to visualize valve motion in different 
disease states. 

It was seen that many valves with aortic stenosis are so rigidly bound together 
that a surgical dilator is fruitless and may only serve to fracture an intact valve cusp, 
resulting in aortic insufficiency. 

The diastolic reflex of blood into the heart in pure aortic insufficiency is associated 
with undulating movements of the cusps as they are directed toward the ventricular 


chamber. Dilatation of the aortic annulus was not seen as a prominent feature of 


this pathologic process. 


SURGICAL TREATMENT OF AORTIC STENOSIS. 
Charles P. Bailey, Hahnemann Medical College, Philadelphia, Pa. 


In a review of the author's cases there were 211 aortic dilatations attempted in the 
transventricular approach with a mortality of 28 per cent, most from ventricular 
hemorrhage, arrhythmia, or resultant aortic insufficiency. 

Of 61 cases done from above by the aortic approach, there was an over-all mor- 
tality of 10 per cent. Forty per cent of valves were split by finger fracture; the re- 
mainder were fibrotic or calcified and a finger-snug valvulotone was carefully applied 
to the valve. 

Dr. Stanley Sarnoff presented a film of a new surgical approach to aortic stenosis, 
in which blood is shunted from the left ventricle to the descending thoracic aorta 
via a Hufnagel-like plastic tube. Dogs are surviving and doing well up to cight 
months. 
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TUMORS 


49. End Results in the Treatment of Sarcomata of the Soft Somatic Tissues. GEORGE 
r. PACK, New York, N. Y. J. Bone & Joint Surg. 36-A:241-263, April 1954. 


End results in treating a large series of sarcomas of the soft somatic tissues are 
discussed. The analysis is unique because it represents such a large number of 
sarcomas managed by a few members of a single hospital department. 

Surgical excision of the tumor in its entirety is the most practical solution for 
identification if the tumor is small: the total specimen is then available for frozen 
section analysis. If the tumor proves to be malignant, the surgeon can deliberately 
plan for the later more radical dissection or amputation. Aspiration biopsy is 
successful if it permits a differential diagnosis between inflammatory and neoplastic 
tissue or, in the case of tumor, between the benign and malignant variety. It is 
occasionally difficult or even impossible to secure a satisfactory biopsy specimen 
by aspiration of a hard desmoplastic tumor such as some types of fibrosarcoma. 

The classification of tumors of soft somatic tissues was modified from the working 
table adopted by the panel on soft-part tumors at the First National Cancer 
Conference. 

The regional distribution of the various histologic types of sarcoma of the soft 
somatic tissues shows that certain types have a predilection for certain anatomic 
locations. This is of considerable importance in enabling the clinician to surmise 
with some accuracy the histogenic type of tumor with which he is concerned. 

The first step in treatment is the establishment of a correct histologic diagnosis 
if this is possible. The original surgical specimen should be obtained for analysis if 
the sarcoma under treatment is recurrent. If the sarcoma is primary and previously 
untreated, and if the aspiration biopsy is not confirmative, formal incisional biopsy 
must be undertaken. The behavior patterns of sarcomas of different histogenic 
types should be generally known by the surgeon in order that he may plan his 
course of action. A wise precaution is to secure consent for amputation before 
any operation on sarcoma of the extremities, because at the time of attempted 
surgical dissection the surgeon may find that the local extent and invasiveness of 
the tumor precludes the possibility of cure and amputation should not be delayed. 

If an exploratory exposure of the sarcoma has been done without removal of the 
neoplasm, if the diagnosis has been previously established by a formal incisional 
biopsy, if a recurrence develops after incomplete excision of the tumor, or if the 
sarcoma fungates through the wound and a successful radical dissection of the 
tumor is considered feasible, it is urgent that the entire scar of the previous incision 
be completely removed with the specimen. The lines of dissection should be well 
beyond the discernible boundaries of the neoplasm. Enucleation should never be 
employed, because local recurrence is almost inevitably the rule. 

The initial surgical attempt in the treatment of soft-part sarcomas of the chest 
wall should be very radical. The same holds true for tumors of the abdominal wall. 

Radiation therapy must be given its place in the armamentaria of the therapist. 
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In the author’s experience there have been many instances in which technically 
inoperable sarcomas have received preliminary irradiation which permitted re- 
section and ultimate cure. In certain instances amputation has been avoided. 

The dissemination of sarcomas of the soft somatic tissues to viscera via the blood 
vascular system renders the disease incurable, although palliative measures such 
as conservative surgical treatment and radiation therapy may be indicated. If 
the sarcomas of soft parts metastasize through the lymphatic vessels to regional 
lymph nodes, it is still possible to remove the primary tumor and the secondary 
deposits within the lymph nodes by a wide encompassing excision, the so-called 
monobloc operation, if the primary sarcoma is sufficiently close to the regional 
lymph nodes secondarily involved. This is the same principle which has been so 
successful in radical mastectomy for carcinoma of the breast and malignant 
melanomas of the skin. This principle cannot be applied, however, in the case of 
tumors of the hands or feet with metastases to axillary or inguinal nodes, respec- 
tively. In this instance amputation is the method of choice. 


The author discusses the principles of amputation for sarcomas of the extremities 
from the point of view of the various histologic types of tumor. It is of primary 
concern to amputate so high that the risk of local recurrence is avoided. In place 
of humeral disarticulation he has favored interscapulothoracic amputation con- 
tending that it is more radical, ultimately safer and crippling in no greater degree. 


In the lower extremity, of course, conservation of the upper portion of the thigh 
is of greater functional importance because the preservation of even a small stump 
is of advantage in adaptation to an artificial limb. 

Combining all histologic types of malignant tumors of soft somatic tissues, bar 
charts are shown comparing the different types; distribution according to location 
of the tumors, curability according to the age of the patient and type of treatment. 
For each histologic type of tumor, diagrams show the five year curative end results 
based on determinate cases; as follows: All groups combined, 39.2 per cent; sarcoma 
of undetermined histogenesis, 40.8 per cent; liposarcoma, 35.9 per cent; rhabdomyo- 
sarcoma, 35.3 per cent; malignant synovioma, 21.6 per cent; malignant neurile- 
moma, 59.4 per cent; fibrosarcoma, 55.6 per cent; dermatofibrosarcoma protuberans, 
69.2 per cent; Kaposi's sarcoma, 28.6 per cent; and angiosarcoma, 27.3 per cent. 
18 references. 20 figures. 1 table.-Author’s abstract. 


THORACIC SURGERY 


50. Peptic Esophagitis. Gonpon M. CARVER, JR. AND W. C. SEALY, Durham, N. C. 
Arch. Surg. 68:286-295, March 1954. 


Peptic esophagitis is an inflammatory process of the esophagus, which occurs 
when there is a persistent association of gastric or intestinal secretions with the 
nonresistant squamous mucosa of the esophagus. The reflux of these secretions 
into the esophagus is due to nonfunction or failure of the cardiac sphincter mechan- 
ism. The majority of patients with peptic esophagitis have an associated sliding 
hiatus hernia. However, persistent vomiting occurring after surgery, during 
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pregnancy, or from duodenal obstruction may overcome the normal cardiac sphinc- 
ter and initiate esophageal inflammation. 

Peptic esophagitis produces substernal pain, nausea, regurgitation, vomiting, 
dysphagia, aphagia, hematemesis, and melena. These symptoms characteristically 
occur either singly or in various combinations according to the stage of the in- 
flammatory process. In acute esophagitis, the predominant symptom is a burning 
substernal pain sometimes described by the patient as heartburn. At the onset 
the pain is of short duration and differs from gastric or duodenal ulcer pain in that 
it is usually relieved immediately by swallowing bland food or antacids. If the 
inflammatory process progresses, pain is no longer relieved by foods or antacids, 
and it may persist for two or three hours after eating. As the esophagitis pro- 
gresses, dysphagia from muscle spasm and edema becomes the predominating 
symptom. Ulceration of the esophagus occurs with subsequent fibrosis, shortening, 
and circumferential cicatrization. Occult blood is practically always demonstrable 
in the stool, and severe hematemesis and melena occur in about 10 per cent of 
the cases. 

Esophagoscopy establishes the diagnosis and should always be done, to rule out 
carcinoma. In acute esophagitis the mucous membrane is fiery red with edema 
and friability of the tissue, while the chronic ulcer is flat, covered with a whitish 
yellow exudate and with mucosal congestion about its base. The differential 
diagnosis is usually not difficult, but occasionally cholecystitis, coronary insuf- 
ficiency, peptic ulcer of the stomach or duodenum, anxiety tension states, achalasia, 
and carcinoma of the esophagus may simulate esophagitis. 

There are 130 patients with peptic esophagitis reported in this series, covering 
a 15 year period from 1938 to 1953. There were 73 males and 57 females, and the 
average age was 51 years. Hiatus hernia was found to be the cause of cardiac 
sphincter incompetence in 76 per cent, surgical excision or destruction of the 
sphincter in 13 per cent, and persistent vomiting in 11 per cent of the cases. An 
associated duodenal ulcer was present in 13 cases. Of 101 patients esophagoscoped, 
2 were found to have evidence of acute or chronic ulceration. Roentgenologic 
studies with barium revealed a “sliding type” hiatus hernia to be present in 98 
cases and a duodenal ulcer associated with peptic esophagitis in 13 cases. In 3 
cases there was a hiatus hernia and a duodenal ulcer in conjunction with a peptic 
ulcer of the esophagus. 

Group I: Acule Peptic Esophagitis. Elevation of the head of the patient's bed 
on eight inch blocks is essential in preventing gastric reflux and should be a perma- 
nent part of the therapeutic program even after all symptoms have subsided. 
Perhaps the commonest error in treating acute peptic esophagitis is the institution 
of multiple bland-diet feeding as used in the treatment of gastric and duodenal 
ulceration. Although multiple feedings tend to neutralize the irritating gastric 
juices, they also stimulate gastric motility and produce more hydrochloric acid and 
pepsin. A glass of water should follow each meal to clear the lower esophagus of 
food particles, and patients are given a liquid antacid which is taken at the slightest 
sign of substernal discomfort and at night before retiring. Atropine administered 


30 minutes before meals will reduce spasm and gastric secretions. Parasympa- 
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theticolytic blocking agents, such as Banthine bromide, reduce gastric acidity and 
motility. Antibiotics are of value in reducing secondary bacterial infection. 
Treatment should be continued until the patient has had no pain or discomfort 
for at least two weeks, three consecutive stools have contained no occult blood, and 
roentgenograms show no ulcer crater or delay of barium passage through the lower 
third of the esophagus. 

In esophagitis with chronic ulceration and stricture the measures outlined are 
employed in conjunction with oral dilatation of the esophagus with bougies. 
When the patient with a sliding hiatus hernia and proved esophagitis fails to 
respond to conservative therapeutic measures, and the esophageal shortening is 
thought to be due primarily to esophageal spasm rather than inflammatory con- 
tracture, repair of the hiatus hernia should be performed. The final stage of this 
disease is cicatricial stenosis of the esophagus, and the surgical treatment consists 
of resection of the stenotic portion of the esophagus with esophagogastrostomy or 
esophagojejunostomy. 16 references. 4 figures. 3 tables.—Author’s abstract. 


51. Cardiopericardiopery in the Surgical Treatment of Myocardial Ischemia; The 
Operation and Its Results. SAMUEL A. THOMPSON AND LEVON A. AKOPIANTZ, 
New York, N. Y. J. Internat. Coll. Surgeons. 22:551-556, November 1954, 


\ brief recital of the results of cardiopericardiopexy in the surgical treatment of 
myocardial ischemia and a short description of the procedure are given. 

Cardiopericardiopexy is modest in concept and simple to perform. It is a one- 
stage, extrapleural operation not requiring vascular anastomosis and can be com- 
pleted in 30 minutes. No subspecialty surgical experience is essential. Incisions 
are short and relatively bloodless. 

Incision: With the patient in supine position, from sternal border over the left 
fifth costal cartilage extended laterally and deeply to expose the cartilage. A 5 cm. 
segment is removed subperichondrially flush with the sternum. The posterior 
perichondrium is incised, the transversus sterni fibers separated bluntly, the peri- 
cardium exposed and entered at an avascular area. Pericardial fluid is aspirated, 
and the sac explored digitally for adhesions, scars, or infarcts. Using a special 
cannula 2 to 4 drams (by volume) of sterile dry magnesium silicate powder (USP 
talc) is disseminated over the heart. The pericardium is closed incompletely, and 
the overlying tissues approximated layer by layer, without drainage. 

The postoperative problems are limited in number, extent and gravity and seldom 
terminate in death. Shock is never experienced. Postoperative pain is minimal. 
The tale foreign body reaction reflects itself in temperature rise and involves the 
lungs, pleura, heart, pericardium, and mediastinum. These complications have 
not been of sufficient gravity to endanger life. The pericarditis which forms is not 
constrictive and has never distorted or impeded the heart. The complications due 
to the diseased state of the heart are important, and coronary occlusion is most 
serious. Six deaths out of 85 patients operated were attributed to active infarction 
present, but unrecognized, at the time of operation. Several patients had attacks 
of coronary occlusion subsequent to the operation, with 3 deaths. Passive con- 
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gestive heart failure occurring from one to seven years after cardiopericardiopexy 
accounted for 6 deaths. 

Clinical improvement is significant. In a 15 year study of patients who have 
undergone cardiopericardiopexy, 90 per cent were improved more than 50 per cent, 
and 40 per cent were improved more than 75 per cent as demonstrated by de- 
creased anginal pain, improved exercise tolerance and ability to attend to daily 
needs, and return to some gainful occupation. The patients who underwent 
surgery lived for an average five years longer, with an average life span of nine 
and a half years from the onset of the first symptom. This compares favorably 
with the average life span of four and a half years (from the onset of the first 
symptom) for patients treated medically for coronary disease. Statistically, 
cardiopericardiopexy contributed five years to the life of the average patient 
undergoing the operation. 9 references. 1 figure.—Author’s abstract. 


BREAST 


52. Cancer of the Breast. MILTON F. BRYANT, JR., ISADORE LAMPE, AND FREDERICK 
4. corLeR, Ann Arbor, Mich. Surgery. 36:863-870, November 1954. 


In the 12 year period, 1936 through 1947, a total of 1,227 patients with carcinoma 
of the breast were seen at the University of Michigan Hospital. Of these patients, 
131 were seen at various intervals following treatment elsewhere, leaving a total 
of 742 primary untreated cases. The over-all five year survival rate of the 742 
primary untreated patients was 40.2 per cent. There were 440 candidates for 
radical mastectomy, an operability rate of 59 per cent. The five year survival rate 
of this group was 58 per cent. Of the patients treated by radical mastectomy, 45 
per cent had negative axillary nodes upon histologic examination. The survival 
rate at the end of five years for this group was 82.7 per cent. Patients with positive 
axillary nodes had a survival rate of 38.7 per cent. Our statistics do not support 
the routine use of postoperative irradiation when a complete radical mastectomy 
is performed. 6 references. 11 tables.—-Author’s abstract. 


The survival rales here recorded are about those usually expected when patients are 
treated with radical mastectomy.—T. G. O. 


ABDOMINAL SURGERY 
ABDOMINAL WALL 


53. Hematoma of the Rectus Abdominis Muscle. wax tTHoreK, Chicago, IIL, 
AND LAURO B. DE VERA, Philippine Islands. J. Internat. Coll. Surgeons. 
22:519-534. November 1954. 


A case of hematoma of the rectus abdominis in a 35 year old woman is reported. 
Smarting symptoms apparently began a week before admission, with gradually 
increasing painful paroxysms. Pain on admission was extreme. Clinical and 
roentgenographic observations suggested a twisted ovarian cyst or some other 
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soft tissue structure. Operation revealed the hematoma, which was evacuated. 
The cavity was packed with gauze later removed fractionally. Recovery was 
uneventful. Possible etiologic factors, suggested by the case history and examina- 
tion, were repeated slight contusions, rupture of an epigastric aneurysm, and 
undetermined blood dyscrasia. 

A review is presented of the anatomic and etiologic background, diagnosis, and 
treatment of this type of hematoma, which so often mimics intra-abdominal disease. 

Comparable cases from the literature are also reviewed with a view to their 
bearing on the differential diagnosis. It is emphasized that a careful and searching 
case history may unearth half-forgotten factors, such as slight contusions, strains, 
and signs of slight blood dyscrasia, which may suggest the correct diagnosis. 
Patient and repeated inquiry is therefore necessary in any case of abdominal com- 
plaint of dubious diagnosis. 29 references. 4 figures. 1 table.—-Author’s abstract. 


STOMACH AND DUODENUM 


54. Hypertrophic Gastritis: Report of Two Cases and Analysis of Fifty Patho- 
logically Verified Cases from the Literature. STANLEY 8s. FrEBER, West Orange, 
N. J. Gastroenterology. 28-39-69, January 1955. 


The etiology and pathogenesis of hypertrophic gastritis are obscure. Symptoms 
are present an average of two years before the patient requires surgery. The 
cardinal symptoms of hypertrophic gastritis are pain (74 per cent), weight loss 
(60 per cent), vomiting (42 per cent), and hemorrhage (20 per cent). The pain 
usually localizes to the epigastrium, occurs one to two hours after meals and is 
occasionally relieved by food or alkali. The average weight loss is 15 pounds during 
the course of the disease. Hemorrhage occurs in a significant number of cases. A 
tendency toward low gastric acidity after histamine exists. The number of disease 
entities, both functional and organic, that mimic hypertrophic gastritis form a 
malignant lesion. From the data at hand, the roentgenologic and gastroscopic 
characteristics are such that a definite differentiation from neoplastic processes 
cannot be made. The most certain diagnosis can be made only after histologic 
examination of a specimen following celiotomy. 

A pathologic classification is submitted which encompasses every type of hyper- 
trophic gastritis that might develop. This includes: (1) hyperplasia of the surface 
epithelium and the gastric glands, and (2) hypertrophy of the gastric glands and 
the interstitium of the mucosa and submucosa. The interstitium becomes hyper- 
trophied by infiltration of chronic inflammatory cells or edema fluid. Of course, 
there is considerable mixture and overlapping of the various types. 


It is unproved whether or not there is a sequential relationship between hy per- 


trophic gastritis with its glandular changes and gastric carcinoma. With the 
exception of hemorrhage, complications from hypertrophic gastritis are rare. 
Hypertrophic gastritis has a strong tendency toward chronicity, and heals poorly, 
if at all. Conservative therapy, for the most part, is empirical and results are 
uniformly poor. The indications for surgery in hypertvophic gastritis are similar 
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to gastric ulcer. They are possibility of malignancy, intractable pain, repeated 
hemorrhage, and obstruction. The procedure of choice is partial gastrectomy if 
the lesion is small and localized, or subtotal gastrectomy if it is diffuse. Total 
gastrectomy and radiation therapy are not recommended. Follow-up reports after 
resectional surgery, though short termed, have been good. 127 references. 10 
figures. 2 tables.—Author’s abstract. 


The author has significantly added lo our knowledge of the symptomatology of this 
disord.r. Partial and subtotal gastrectomy may be advisable because of the difficulty 
of differentiating an associaled scirrhous carcinoma which might be difficull to locate 
for biopsy because of its small size.-—J. M. Waugh. 


55. The Present Status of Vagolomy. LesTER R. DRAGSTEDT, Chicago, Ill. Illinois 
M. J. 106:175-177, September 1954. 


This paper presents the scientific basis for gastric vagotomy in the treatment of 
duodenal ulcer together with a detailed description of the author's technique in 
performing this operation and a description of the preoperative and postoperative 
management of the patient. Duodenal ulcer is believed to be due to a hyper- 
secretion of gastric juice of nervous origin brought on by the stresses and strains 
of modern life. Nocturnal gastric secretion in duodenal ulcer patients is from 3 to 
20 times as great as that found in normal people. A hypersecretion of gastric 
juice of this degree if reproduced in experimental animals regularly causes duodenal 
ulcers. The hypersecretion in duodenal ulcer patients is abolished by complete 
vagotomy. With the reduction in the nocturnal secretion the ulcers heal and if 
the nocturnal secretion does not return recurrences do not develop. Because the 
motor fibers as well as the secretory fibers in the vagus nerves are divided, a gastro- 
enterostomy of small size is always employed as a part of the operation. The 
stoma must be located within 5 or 6 cm. of the pylorus to prevent retention of 
food in the antrum of the stomach with consequent prolongation of the antrum 
or humoral phase of gastric secretion. The diameter of the stoma should not be 
greater than 2 cm. to prevent or lessen the development of the dumping syndrome. 


56. The Rationale of Routine Omentectomy in Subtotal Gastrectomy. PAUL A. 
KIRSCHNER AND JOHN H. GaRLock, New York, N. Y. Surgery. 36:884-897, 
November 1954. 


In the standard subtotal gastrectomy for peptic ulcer, the greater curvature of 
the stomach is mobilized by ligating the right and left gastroepiploic vessels and 
dividing the anterior leaf of the greater omentum distal to the epiploic arch. 
Anatomic and embryologic evidence indicates that this results in a considerable 
degree of impairment of the vascular supply of the greater omentum, for only a 
meager independent supply exists in the posterior leaf. Clinical observations 
reveal that patients undergoing subtotal gastrectomy for carcinoma in whom the 
omentum is removed with the stomach commonly have a smoother convalescence 
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than the ulcer patients in whom the omentum with impaired blood supply is 
allowed to remain. 

Experimental impairment of the blood supply of the omentum has been carried 
out in dogs to an extent comparable to that occurring in the standard ulcer opera- 
tion. Characteristic changes occurred at intervals of 2 to 24 days. Grossly, there 
is conversion of all or a major part of the filmy delicate omentum into a solid mass 
heavy, soggy, and indurated—of a yellowish-brown mottled color, usually not 
adherent to surrounding bowel and often palpable through the abdominal wall. 
The cut surface is succulent in the earlier specimens, and firmer and more fibrotic 
later. 

Microscopically, in the first week, the fat cells appear turgid, and the viability 
of the cell membrane is compromised. There are intercellular edema, red cell 
extravasation, and the appearance of young granulation tissue. In two to three 
weeks, more mature fibrous tissue and foreign-body giant cells appear, and the 
necrotic fat cells coalesce to form larger cystic spaces bounded by thin layers of 
fibroplastic tissue. No evidence of vascular thrombosis is present. 

In general the changes are those of early inflammation and fat necrosis pro- 
gressing to later fibrosis and repair. 

It is postulated on the basis of these observations that omentectomy should be 
carried out routinely in all cases of subtotal gastrectomy. Such procedure does 
not deprive the patient of “the policeman of the abdomen” but rather may rid 
him of a noxious mass of fatty tissue undergoing necrosis, absorption, and organiza- 
tion. Removal is simple and bloodless as an avascular plane exists between the 
transverse colon and the posterior leaf. Omentectomy finds its best application 
in obese individuals.— Author's abstract. 


There is no question about the advisability of removing the omentum when indicaled 
for malignancy of the stomach or transverse colon or any benign lesion that necessitates 


il; however, | have never seen any patient with a postoperative course, necropsy findings, 
or later laparotomy finding that would indicate necrosis of all or a part of the omentum 
following sublotal gastrectomy for benign ulcer. Perhaps the blood supply from the 
transverse colon and ils mesentery is more adequate in the human than in the dog. 


J. M. Waugh. 


PANCREAS 


57. Caudal Pancreatico-Jejunostomy for Chronic Relapsing Pancrealilis. MERLIN 
K. DU VAL, yr., Bronx, N. Y. Ann. Surg. 140:775-785, December 1954. 


The author reviews accumulated laboratory and clinical data which have ac- 
cumulated on chronic relapsing pancreatitis and discusses the inadequacy of the 
concept of the bile factor and common channel theory in the concept of the etiology 
of pancreatitis. He reassesses the known facts about the disease in terms of 
primary obstruction of the pancreatic duct and presents clinical criteria which 
may be sought in the individual patient to demonstrate the presence of pancreatic 
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duct obstruction. He describes an original operative procedure which is designed 
to decompress the pancreatic ductal tree by caudal pancreatico-jejunostomy. He 
presents 2 patients with chronic relapsing pancreatitis, who underwent a complete 
pre- and postoperative investigation designed to show that the criteria of obstruc- 
tion of the pancreatic duct were present as well as the relief obtained from the 
operative procedure. 66 references. 3 figures. 4 tables.—Author’s abstract. 


I have watched Dr. Du Val’s work while a resident with greal interest. In cases 
of recurrent pancreatitis with distal duct obstruction, the operation he has described is 
very effective. His method of determining duct obstruction is thorough and effective. 


A. O. Whipple. 


GENITOURINARY SURGERY 


58. Suecessful Use of Simplified Method of Intermittent Peritoneal Dialysis. 
WILLIAM H. WAUGH, Augusta, Ga. J. Urol. 72:1095-1103, December 1954. 


A simplified technique of intermittent peritoneal dialysis employs readily avail- 
able materials and may be carried out without constant attention during the 
period of dialysis. A typical paracentesis is made and 3 to 3.5 liters of lavage 
fluid is instilled through tubing attached to the trocar. A rubber plug is used in 
order to close the paracentesic opening during the interval of dialysis. After two 
to six hours, the trocar is reinserted at the same site to accomplish drainage of the 
irrigating fluid. For the treatment of severe potassium intoxication, a lactated 
sodium chloride solution made by mixing two parts by volume of isotonic sodium 
chloride and one part by volume of sixth-molar racemic sodium lactate solution 
is advocated. Fifty per cent glucose is added to render the lavage fluid somewhat 
hypertonic to the patient's plasma. Penicillin and streptomycin are also employed 
in the fluid. 

Intermittent peritoneal lavages were performed repeatedly over a 29 day period 
in a patient with anuria with adequate drainage of the lavage fluid, control of 
fluid and electrolyte balance, and an absence of bacterial peritonitis. In a second 
case, severe potassium intoxication was alleviated by this method of peritoneal 
dialysis. 

Intermittent peritoneal lavages may be performed in the human with little risk 
of infection. This technique of vividialysis should prove a valuable adjunct to 
the conservative treatment of acute potassium intoxication or severe uremia. 
ll references. 2 figures. 2 tables.—Author’s abstract. 


59. Dialysis in the Treatment of Uremia: Artificial Kidney and Periloneal Lavage. 
W. J. KOLFF AND CHARLES Cc. HIGGINS, Cleveland, Ohio. Trans. American 
Assoc. Genito-Urinary Surgeons, May:110-131, 1953. 


The lives of many patients with acute urinary suppression may be saved with 
so-called conservative treatment but it may be difficult and when it fails dialysis 
still offers a chance. Improvement 24 hours after dialysis often is obvious and 
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life can be prolonged, so as to give the kidneys more time for recovery of their 
function. 

The four general principles of the treatment of uremia are: (1) control of water 
and electrolytes, (2) suppression of protein catabolism with forced, high-caloric 
low-protein diet, (3) avoidance and treatment of infections, and (4) removal of 
retention products and correction of body electrolytes with dialyzing methods. 

There are three types of artificial kidneys: (1) those using dialysis without 
filtration (Kolff rotating type), (2) those using dialysis and filtration (Skeggs, 
Leonards, and Heisler type, and most other types), and (3) those using resin. 
Rinsing fluid should contain less sodium than normal extracellular fluid, otherwise 
too rapid correction from low to normal levels may occur. Extra glucose may be 
added to make the rinsing fluid hypertonic to aid in removing edema. However, 
it is more effective to use a filtering type of artificial kidney. 


Some advocate dialysis early in the treatment of acute uremia in order to pre- 
vent the dangers or effects of uremia, especially in older people; others postpone 
dialysis until the blood urea approaches 300 mg. per cent, the serum potassium 


reaches 7 mEq. per liter, and the alkali reserve is lower than 12 mEq. per liter, 
or the patient’s clinical condition deteriorates. 

It may be worth while to give patients with chronic uremia the benefit of one 
treatment with the artificial kidney, since in approximately one third of such 
patients there may be improvement in the clinical condition which will last for an 
average of two months. Fhe dangers of treatment with the artificial kidney in 
experienced hands are minimal. The incidence of hemorrhage has been greatly 
reduced since a decreased heparin dosage is used (from 100 to 200 mg.). 

Peritoneal lavage using a simplified technique with trocars is effective, but 
complications are unpredictable. Intestinal lavage, although seemingly simple, is 
the most difficult of all dialyses but, with great care, optimum facilities, and 
frequent control of blood electrolytes, its results may compete with those of the 
artificial kidney and peritoneal lavage. The use of any dialyzing method not at a 
medical center having special facilities for that particular method, is discouraged, 
12 references. 12 figures. 1 table.-Author’s abstract. 


60. Evaluation of Three Methods of Uretlerocolostomy. N. s. n. MaALUF, Houston, 
Tex. Surg. Gynec. & Obst. 100:59-68, January 1955. 


Bilateral uretero-colostomy with attempted sphincter-formation by full-thickness 
cuff of wall of lower colon about terminal end of ureter (Mathison, 1953) was per- 
formed in 12 dogs. These were sacrificed after one week to several months when 
kidneys and anastomoses were photographed. These anastomoses were studied 
microscopically in Masson's trichrome preparations to differentiate connective 
tissue from muscle. Slight to moderate hydronephrosis, observed in all animals, 
was attributed to overgrowth of connective tissue from submucosa of bowel or to 
muscular whorls from bowel muscle at junction of bowel with ureter. The bulging 
connective tissue or muscle-whorls at the site of anastomosis was covered by a 
thin layer of urothelial cells that bridged the gap between urothelium and columnar 
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epithelium of bowel. The surface, in places, was denuded of epithelium and the 
subjacent connective tissue was covered by fibrin and granulocytes. Simple pull- 
through uretero-colostomy (reproposed by Colby and Kerr, 1951) was performed 
in 6 dogs and studied as above. The ureteral tip became detached from its suture- 
attachment to the intestinal serosa after several days. Intraluminal portions of 
ureter became lined by an inflammatory zone and then stenosed. By retraction 
and sloughing the ureteral tip became almost even with the intestinal mucosa. 
Hydronephrosis tended to be greater in these dogs than in those of the first series. 
Full-thickness end-to-side anastomosis was performed in 4 patients on 7 ureters 
and | ureter was anastomosed by Mathison’s method. The latter anastomosis 
resulted in moderate hydronephrosis, while in the others hydronephrosis was absent 


or slight. 25 references. 20 figures.—Author’s abstract. 


GYNECOLOGIC SURGERY 
61. The Case for Hyslereclomy. LAMAN A. GRAY, Louisville, Ky. Arch. Surg. 
69:500-515, October 1954. 


When the health of a women, physically and emotionally, is compromised by an 
abnormal uterus to a serious degree (and the judgment of this degree of disability 
is squarely on the shoulders of the conscientious surgeon performing hysterectomy), 
excision has proved one of the most satisfactory procedures in all surgery. Hys- 
terectomy should never be performed for minor complaints and minor findings, 
but only when there are major diseases or when those complaints and findings add 
up to a major disability. 

In this series of 1,075 hysterectomies, 49 patients (4.6 per cent) had panhysterec- 
tomy and bilateral salpingo-oophorectomy for adenocarcinoma of the uterus. Of 
these 19 had preoperative intrauterine radium treatment. In 75 cases (6.9 per 
cent), the prime reason for hysterectomy was the presence of chronic salpingitis. 
Tuberculous salpingitis was present in 5 patients (6.6 per cent of salpingitis cases), 
and 2 also had tuberculous endometritis. Thirty-two patients were operated upon 
primarily because of ovarian tumors, 12 were malignant. 

One hundred patients had operations performed primarily because of endo- 
metriosis. Hysterectomy was performed at the time the abdomen was opened, 
either because of extensive bilateral adnexal or extrauterine endometriosis, or 
because of concomitant uterine disease. Actually, many more in this series had 
some degree of associated endometriosis, but it was not a prime factor in pre- 
cipitating operation. 


Thirty-one patients had hysterectomy primarily because of menorrhagia or 
metrorrhagia. Symptoms from retroversion were rarely a cause for operation, 
(3 cases), and in these few cases there were complications. One patient who had 
had both tubes and ovaries previously removed was observed one year before this 
operation; one had had both tubes removed and the uterus was adherent: the 
third had subinvolution, cervicitis, and first degree descensus, and hysterectomy 
seemed better at 39 than suspension. 
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Pregnancy and its complications included 7 cases. Postoperative adhesions 
explained 3 cases, severe cervicitis alone was the main lesion in one case, cervical 
stricture in one case, preoperative diagnosis of sarcoma of uterus in one case, and 
carcinoma of sigmoid in one case were other reasons. Removal of the uterus by 
the vaginal route was performed 200 times in this group, 18.6 per cent of total 
cases, but much more commonly in the past three years. 

In this series there were 94 operations definitely planned with a preoperative 
diagnosis of malignant growth. This included malignant lesions of the endo- 
metrium, cervix, and ovary, and represented 8.7 per cent of the total operations. 
In addition, there were 19 unsuspected malignant growths found by the pathologist 
in the microscopic studies of the tissue submitted. These included 8 sarcomas in 
myomas, 4 carcinomas in situ of the cervix, 2 invasive squamous cell carcinomas 
of the cervix, | invasive adenocarcinoma of the cervix, | adenocarcinoma of the 
endometrium, | adenocarcinoma in an endometrial polyp, and 2 early carcinomas 
of the ovary. This totally unsuspected occurrence of malignant processes in the 
excised tissue was 1.8 per cent. In the series, 113 patients had malignant growths 
(10.5 per cent). 

It is for the group with “combined syndrome,” multiple pelvic lesions with 
symptoms adding up to a major disability, that the most accurate clinical judgment 
must be exercised. Finally, decision should not be made until the patient has 
been interviewed several times, until all domestic factors have been taken into 
consideration, and until the patient understands clearly the reasons for the hys- 
terectomy and the results to be expected. Patients with only functional nervous 
complaints are not suitable candidates for hysterectomy. 12 references. 8 tables. 
Author's abstract. 


VASCULAR SURGERY 


62. A Surgical Approach to Transposition of the Great Vessels with Extracorporeal 
Cireull. W. T. MUSTARD, A. L. CHUTE, J. D. KEITH, A. SIREK, R. D. ROWE, AND 
Pp. VLAD, Toronto, Ontario, Canada. Surgery. 36:39-51, July 1954. 


To produce a dry field in which to perform cardiac surgery, the authors have 
developed an extracorporeal circuit, using homologous lungs as oxygenator. This 
report describes an attempt to apply this work to 7 hopeless cases of transposition 
of great vessels, employing a monkey-lung oxygenator. 

Complete transposition of the great vessels is a serious major defect consisting 
of an aorta arising from the right ventricle and a pulmonary artery from the left. 
The cyanotic blood returning to the heart from the peripheral veins is immediately 
pumped out into the general circulation again and not to the lungs. The blood 
returning from the lungs to the left ventricle is pumped out to the lungs once more 
and not to the general circulation. In this way, two separate circulations are 
established with only sufficient crossflow through fetal passages, collaterals, and 
associated defects to maintain life for a short time. 

Surgical correction of this anomaly, that is, retransposition of aorta and pul- 
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monary artery, is complicated by two factors. The first is the position and dis- 
tribution of the coronary arteries. The left coronary vessel always arises in a 
position relatively close to the pulmonary artery. This makes it necessary to 
transpose the left coronary at the time of operation. The second consideration is 
the relative size of the great vessels. In roughly 60 per cent of cases the vessels 
are equal, and in most of the remainder the pulmonary artery is only slightly 
greater in diameter than the aorta. However, in a few cases, usually those with 
ventricular septal defects and overriding, the difference is very marked and anasto- 
mosis is not feasible. 

At operation, the chest is entered through the third interspace transecting the 
sternum, and both arterial and venous cannulae are connected to the artificial 
heart lung. Clamps are placed across the venae cavae, obstructing the venous 
inflow to the heart. The aorta is then divided so as to exclude the right coronary 
and include the left coronary artery. The left coronary artery is cannulated and 
perfused with oxygenated blood at arterial pressure. The pulmonary artery is 
divided one-half inch distal to the valve. The distal end of the pulmonary artery 
is sutured to the proximal end of the aorta, and the distal end of the aorta is then 
sutured to the proximal end of the pulmonary artery to include the left coronary 
artery in the suture line. 

The operation is technically difficult, chiefly due to the tiny size of the infant's 
vessels. This makes the cannulation arduous, and compromises the volume of blood 
flow through our extracorporeal circuit. In addition, although the cavae are com- 
pletely occluded, there is still a large volume of blood from the coronary sinus, 
bronchials, ete., which must be aspirated and returned to the venous side of the 
pump. 

No survivals were obtained but all the infants survived the actual perfusion 
(10 minutes to three hours) during which time the oxygenation and blood pressure 
were considered adequate for maintenance of life. 7 references. 7 figures. 2 tables. 
{uthor’s abstract. 


ORTHOPEDIC SURGERY 


63. Fractures of the Talus in Children. tvan speak, Gothenburg, Sweden. Acta. 
chir. Seandinay. 107 :553-566. August, 1954. 


Details of 6 cases of fracture of the talus in children were observed during the 
past four years at the Children’s Hospital in Gothenburg, Sweden. An anatomic 
description of the talus and its blood supply also explains its special predisposition 
to necrosis, the types of possible fracture, the usual causes of fracture, and symptoms. 
The fracture is usually due to a fall with the patient landing on his feet. Such a 
fall may result in violent dorsiflexion of the foot with fracture of the neck of the 
talus. Pain is very severe and there is extensive swelling with hematoma and 
edema. Clinically the condition must be differentiated from fracture of the cal- 
caneus or the malleoli. X-ray examination may prove helpful. 

Fractures of the neck of the talus may be of the first degree without displacement; 
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the second degree with subtalar dislocation; or the third degree, with backward 
displacement of the body of the talus, which may lead to dislocation of the entire 
body. Even with accurate reduction there is great risk of later distress due to 
necrosis of the talus. However, best reduction offers the best chance of satisfactory 
healing. 

In simple fractures without dislocation, a plaster of paris cast may be applied 
in neutral position and left in situ for 6 to Ll weeks. An early walking plaster is 
permissible, but a careful watch must be maintained for signs of disturbed nutri- 
tion. 

In fractures of the neck of the talus with dislocation or partial dislocation, re- 
duction is followed by fixation in full plantar flexion and eversion for 8 to 10 weeks. 
In fractures with compression of the head of the talus, an attempt should be made 
to reduce the fracture via plantar flexion of the foot with direct pressure over the 
head. In severe comminuted fractures, BOhler recommends traction with Kirschner 
wire through the calcaneus or in more serious cases open reduction and fixation 
with a bone graft or arthrodesis. In avulsion fractures and forced plantar flexion, 
a small bone fragment is chipped off at the capsule attachment of the dorsal margin 
of the caput and the foot is fixed in dorsiflexion. In simple chip fractures treatment 
may include casts or taping. The chief problem is aseptic necrosis. The bone 
must then be protected from pressure for months. Roentgenogram studies must 
be made every one to three months during the first year and weight bearing must 
be delayed for a long time. In serious comminuted fractures an early arthrodesis 
of the subtalar joint may be considered to yield a stable, pain-free foot with preser- 
vation of the ankle joint. In late operations with degeneration of the cartilage, 
panarthrodesis may be required but this operation leaves the patient with pain 
in the foot due to rigidity and lack of elasticity and even if performed in two stages 
it carries the risk of necrosis of portions of the talus that are still intact. 

Of the 6 cases described the trochlea was fractured in 4 cases with necrosis de- 
veloping in one of these. In the other 2 cases the trochlea was compressed and 
necrosis developed in both. 22 references. 21 figures.——Author’s abstract. 


BOOK REVIEWS 


Van's Back. THEODORE A. WILLIS, M.D., F.A.C.8. Springfield, IIL, Charles C 
Thomas. 1953. 161 pp., 125 illus. Price: $9.50. 


During the last half century, the application of roentgen-ray examination, 

g PI gen-ra) 

physiology, and biochemistry to the clinical problem of back pain has demonstrated 

many causes for this common symptom. According to the author, the purpose of 

this monograph is to lend perspective from a practical viewpoint to these dis- 
- 


coveries. The first part of the monograph is devoted to a review of embryology 
and anatomy of the back, vertebral anomalies and defects of development, me- 
chanics of the back, and examination of the back. This is followed by a discussion 
of clinical entities including injuries, diseases, tumors, scoliosis, and psychoneuroses 
and malingering. The monograph closes with a discussion of the therapy of back 
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lesions, including physical therapy, back supports, occupational therapy, and 
surgery (arthrodesis, laminectomy, transversectomy, costotransversectomy, liga- 
ment-, fascia-, and muscle-stripping operations). The author does not attempt to 
present the material from a historic standpoint, and there are no bibliographic or 
eponymic references. 

This monograph cannot be described as “‘profound” in its approach. If any- 
thing, the author has succeeded in de-emphasizing the intervertebral disc syndrome 
with only five pages devoted to this subject. In the opinion of the reviewer, this 
monograph will be of greatest value to the intern, general practitioner, or internist 
who is interested in the general problem of differential diagnosis of lesions of the 
back and principles of treatment without going into too much detail.—R. D. R. 


Hernia. The Pathologie Anatomy of the More Common Hernias and Their Anatomic 
Repair. CHESTER B. MC VAY, M.D., PH.D. Springfield, Ill, Charles C Thomas. 
1954. 44 pp. Price: $4.75. 


The title clearly indicates the scope and subject matter of this book. The 
lucid presentation of the technical and anatomic considerations in the repair of 
diaphragmatic, epigastric, umbilical, incisional, inguinal, femoral, lumbar, and 
pelvic hernias reflect the careful observations and extensive experience of the 
author. Particularly noteworthy are the sections on inguinal and femoral hernias. 
Many surgeons may disagree with the author concerning his repair of diaphragmatic 
hernias since the Allison-Merendino typeof repair appearsto be more satisfactory. 
The author does not present the mortality, morbidity, or recurrence rates in the 
various hernia repairs recommended by him. 

The book’s profuse illustrations emphasize the text. The legends accompanying 
these illustrations serve to further clarify the author's conception of the anatomic 
defects and the technical details in their correction. 

The book is recommended for teaching institutions, surgical residents, and those 
surgeons who wish to crystallize their concepts ccncerning the modern repair of 
hernias.—Edmund A. Kanar, M.D. 


Surgical Infections. EDWIN 3. PULASKI, M.D. Charles C Thomas, Springfield, IIlL., 
1954. 332 pp. LOill. Price: $7.75 


The book by Colonel Edwin J. Pulaski, a well recognized expert in the field of 
surgical infections, is a comprehensive summary of this subject. As the title page 
indicates, prophylaxis, treatment, and antibiotic therapy are emphasized. The 
book has an unusually comprehensive index. The foreword is by Dr. Michael E. 
De Bakey. 

There is a bibliography at the end of the book divided into two portions, one 
referring to the tables and the other to general references. In addition there is an 
up-to-date bibliography at the end of each chapter. 

The book starts out with the interesting statement, “Approximately 40 per cent 
of all disease conditions respond more or less effectively to one or to several of the 
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various antibiotic agents now available.” The author specifies that in the book 
the terms chemotherapeutic and antibiotic are used as though they were inter- 
changeable. 

Part I of the book concerns antibiotic therapy and involves general considera- 
tions and special antibiotics. Part I] includes the management of surgical infec- 


tions, and the following chapters are included: Wound Infections, Specific Infee- 
tions, and Regional Infections, the last named subject being divided into four 
different chapters on a regional basis. 


Because of its readability, this book may be read from cover to cover by house 
oflicers, and surgeons and doctors reviewing for Board examinations. As a reference 
book it is also highly recommended and undoubtedly will take its place as a leading 
monograph in the American Lecture Series.-Henry \. Harkins, M.D. 


Patologia del Est6mago Operado, Sequndo Congreso Argentino de Gastroenterologia, 
1953. SOCIEDAD DE GASTROENTEROLOGIA DE BUENOS AIRES. Editorial Uni- 
versitaria, Buenos Aires, 1954. 482 pp. 124 ill. 


The proceedings of the Second Argentine Congress of Gastroenterology, held 
April 1953, contains contributions from most of the outstanding gastroenterologists 
of that country. There are sections on blood alterations, physiopathology, radiol- 
ogy, gastroscopy, and other subjects. The relationships with the biliary passages 
and with the endocrine system are also covered. The book also contains material 
on surgical aspects of ulcer including gastrectomy, vagotomy, and total gastrectomy, 
as well as material of medical interest only. There are bibliographies at the end 
of the various chapters and an index of the chapters, but not an index by subjects. 


—Henry \. Harkins, M.D. 


Calculation of Industrial Disabilities of the Extremities. can. o. nice. Charles C 
Thomas, Springfield, Ill., 1952. 284 pp. 204 ill. Price: $10.50 


Calculation of Industrial Disabilities of the Extremities, a monograph by C. O. 
Rice, was written as the title implies to provide a method for disability evaluation, 
based on objective findings. The monograph is divided into three sections: his- 
torical considerations with an explanation of the earlier methods of McBride, 
Kessler, Gray and others; anatomical considerations with illustrations of the normal 
ranges of motion, and an explanation of the relative values for the various joints; 
and fundamental principles with a discussion of their application to the upper and 
lower extremities. 

The method employed by the author is based on assigning an arbitrary value to 
each joint in relation to the whole extremity and in determining the useful range 
of motion remaining, or the motion lost, as compared with the contra-lateral un- 
injured side. The fact that factors other than loss of motion influence disability 
such as pain, loss of sensation and lack of power is recognized by the variations 
from the normal range of motion. For those disabilities that defy measurement 
one must necessarily rely upon the judgement of the surgeon. 

Granting the author's thesis that disability devaluation should be based upon 
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objective findings whenever possible, a fundamental problem still remains, that 
of the measurement of joint motion, and on this fundamental problem the author 
has devoted only two pages. There are few topics that can generate so much heat 
among orthopedic surgeons as a discussion of the various methods of measuring 
motion. The author in his brief discussion does not include the most recent and 
comprehensive review on the subject, that by M. 8S. Moore.'!’ However, in spite of 
this criticism the author has presented a useful method of calculating a large va- 
riety of industrial disabilities, and the monograph should be of value not only to 
the physician who is called on to make occasional estimates of disabilities, but also 
to insurance adjustors and industrial commissions.—Robert D. Ray, M.D. 


Fat Metabolism. A Symposium on the Clinical and Biochemical Aspects of Fat 
Utilization in Health and Disease. vicror 4. NajsaR, M.v., Editor. The Johns 
Hopkins Press, Baltimore Md., 1954. 185 pp. 13 ill. 


The book is a compilation of discussions of fat metabolism’ by workers in each 
field. The tone of the symposium is set by Dr. Najjar in the introduction, when 
he reviews some of the challenging problems of fat metabolism. 

The initial four papers deal with obesity, and point up some of the contributory 
factors,—-psychic, environmental, traumatic and genetic. Dr. Harry Gordon 
emphasizes the psychiatric factors; however Dr. Lawson Wilkins joins with Dr. 
Jean Mayer in pointing up variations in genetic and traumatic factors which may 
cause the psychic factors. The glucostatic mechanism and its variability is dis- 
cussed in some detail. 


The next four papers are on the lipemias. The role of heparin and albumin in 
the “clearing factor” is discussed. Clinical illustrations of various lipemias are 
given. A section, by Dr. H. C. Meng, gives an understandable discussion of the 
preparation and use of fat emulsions in intravenous alimentation. The conclusion 
to this section is that lipemia is analagous to glycemia and is subject to hormonal 
control, mediated through heparin-like substances. 


The next section is a review of the biochemistry of diabetes. There is some de- 
tail, but certain things are emphasized. All tissues are capable of oxidizing fatty 
acids to CO, and water, but liver is unable to oxidize ketone bodies any further. 
In fasting, or in diabetes, the liver produces ketone bodies faster than the extra- 
hepatic tissues can oxidize them. The mechanism of insulin action may be on the 
hexokinase, which is deficient inits role of glycolysis and oxidative phosphorylation. 
This deficiency of glycolytic activity impairs lipogenesis, and also results in a rela- 
tive deficiency of oxalacetate, thus explaining the ketosis of diabetes. 

The final papers are surveys of lipid and phospholipid synthesis, and cholesterol 
metabolism in arteriosclerosis. Much material is covered, but is summarized in 
diagrams. Cholesterol deposition in the intima of blood vessels seems to be a func- 
tion of damage to the vessels and the plasma cholesterol concentration. Decreased 
plasma cholesterol concentration results from either a decreased rate of hepatic 


' Moore, M.S.: Physical Therapy Review, 29:195-205, 256-264, 302-307; 1949. 
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cholesterol synthesis or an increased rate of excretion of cholesterol via the gut, or 
both. Both factors are considered in detail. 

The monograph is nicely organized, can be read and understood by the clinician, 
even though some of it is too technical for the casual reader. [t serves to bring 
the clinical reader abreast of current work in lipid metabolism, and is a valuable 
companion to its twin book on carbohydrate metabolism.—./. Thomas Payne, M.D. 


Stone in the Urinary Tract. 4. P. wiNsBURY-wutre, 2nd Edition. C. V. Mosby & 
Company, St. Louis. Mo., 1954. 328 pp. (index). 14 pp. ill. Price: $16. 


Coverage of the subject of urinary calculus is especially good from the historical 
aspect. References to the literature at the end of each chapter will be valuable to 
the investigator. Illustrations and clear tables contribute to usability. Interesting 
case presentations add to the book. The volume will be of interest to the historian, 
clinician and researcher.—Donald F. McDonald, M.D. 


Intibiotics Annual 1954-1955. WeENRY WELCH, PH.D., AND FELIX MARTI-IBANEZ, 
u.p. New York, \. Y., Medical Encyclopedia, Inc. 1955. 1154 pp. 


In the new second edition of the Antibiolics Annual, Waksman points out that 
“the bacteria have yielded nearly a hundred antibiotic preparations. . . . The fungi 
have yielded, first and foremost, the different penicillins, which are utilized in the 
treatment of numerous infectious diseases in man and in animals, in animal nu- 
trition, and in the preservation of certain biologic products. . . . Azoserine, sarko- 
mycin, and others point a way to the isolation of agents against certain neoplastic 
conditions. ... Truly it may be said that with the advent of antibiotics, microbi- 
ology has entered a new stage of its development.” These remarks indicate the 
breadth and depth of this knowledge presented in this new edition. While the 
practical application is the primary consideration for the physician, it can be said 
that antibiotic techniques and knowledge provide a means of studying the inner- 
most workings of living cells. 

Maxwell Finland’s chapter on changing patterns of resistance is a valuable 
review of this important subject. He writes that “most of the important changes 
towards increased resistance that have been noted appear to be correlated directly 
with the extensive use of the particular agent or agents involved, as clearly indi- 
cated from the data concerning increased resistance of staphylococci to penicillin, 
chlortetracycline and erythromycin. However, there have been some apparent 
changes in the sensitivity or resistance of some organisms to antibiotics that have 
not been used. .. . The implications of these observations on resistance may seem 
obvious when considered in the light of the observation on the staphylococci, 
particularly those reported by Lepper and co-workers.” 

The place of corticoids in the treatment of infections is discussed by Kinsell. 
At the Highland Alameda County Hospital corticoids are used with antibiotics in 
many instances. The author outlines the indications and contraindications for 
this type of combined therapy, and warns against certain hazards. The role of 
oral penicillin in the prevention of streptococcal and rheumatic infection is re- 
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ported by Miller et al. These authors concluded that oral buffered penicillin G, 
given in the amount of 200,000 units twice daily provided effective prophylaxis. 
The toxicity of oral penicillin is reported by Cronk and Naumann. The reaction 
rate in 1708 patients treated with parenteral penicillin was 1.6 per cent, for patients 
treated with oral penicillin the rate was 0.5 per cent. The untoward effects of the 
indiscriminate use of antibodies are elaborated by Oettingen, with an extensive 
appraisal of the literature. He points out that antibiotics should not be incor- 
porated in such articles as chewing gum and tooth paste. 

The problem of infection relating to surgical diseases is reviewed by Meleney 
and Johnson. These authors emphasize that surgical infections are much more 
often due to a mixture of organisms involved. These authors note, also, that 95 
per cent of the surgical service were carriers of coagulase-positive staphylococci. 
Of these strains 78 per cent were resistant to penicillin, and 67 per cent were re- 
sistant to tetracycline. 

These selections are taken from 170 articles in this comprehensive review. Many 
more phases of antibiotic research and clinical applications are reported than those 
cited. Much fundamental biologic and research material is reported in the sym- 
posium. In this rapidly expanding field an annual review is extremely important. 
The Antibiotics Annual is an excellent publication of this kind, representing a 
valuable contribution to lessening the toll of human disease.—G. V. B. 


Surgical Forum, Volume 1V, 1953. Philadelphia, W. B. Saunders. 1954. 752 pp- 


Surgical Forum, Volume 1V, represents the official publications of the proceed- 
ings of the Forum Sessions of the Thirty-Ninth Clinical Congress of the American 
College of Surgeons held in October 1953. 

This volume brings together much of the laboratory and clinical experimental 
work being conducted in surgical centers in the United States and Canada. The 
articles are short and relate primarily to the physiologic aspects of surgical problems, 

Contributions are from 44 medical schools, the armed forces research centers- 
and the surgical services of several independent hospitals. There are 139 separate 
papers. Most of the presentations contain sufficient references in the introductory 
paragraphs. Illustrations are adequate. 

The book is divided into the following sections: heart and great vessels; blood 
vessels and circulation; lungs; esophagus, stomach, and intestine; liver and pan- 
creas; burns and renal function; shock, nutrition, and electrolytes; wounds, in- 
fections, and antibiotics and anesthesia; cancer and steroids; and plasma expanders. 
Each section is introduced by an authority. Most of the introductions point out 
the important trends in the work being done. 

This book should be of special interest to the surgeon-researcher as it provides 
techniques and results from many different centers working on similar problems. 
It should also be of general interest to all surgeons as it offers an opportunity to 
keep abreast of surgical investigation, much of which represents the basis for future 
patient management.—Gilbert G. Eade, M.D. 
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Connective Tissues—1953. CHARLES RAGAN, M.D., Editor. New York City, Josiah 
Macy, Jr. Foundation. 1953. 197 pp. 61 illus. Price: $3.75. 


This volume conforms to the general outline of other Josiah Macy, Jr. conference 
transactions. There are numerous well-known experts who are participants and 
in each instance there are guests. In this particular case the guests were Dr. Honor 
B. Fell, of Cambridge, England, and Dr. George M. Hass of Chicago. The topics 
considered are the Isolation and Characterization of Mammalian Striated Myo- 
fibrils, The Effect of Vitamin A on Organ Cultures of Skeletal and Other Tissuer. 
The book includes introductory remarks, a section on areas of agreement and then 
presentations of the three subjects with questions and answers well monitored and 
edited for easy reading. This book is of fundamental interest and will serve as a 
classic for a considerable time to come.—H. \. H. 


Connective Tissues—1954. CHARLES RAGAN, M.D., Editor. New York City, Josiah 
Macy, Jr. Foundation. 1954. 222 pp. 55 illus. Price: $4.25. 


This volume represents the Transactions of the Fifth Conference of the Josiah 
Macy, Jr. Foundation held in February, 1954. The Conference covered the general 
subject of Connective Tissues, particularly (1) The Exchange of Materials Between 
Blood Vessels and Lymph, by Dr. Benjamin W. Zweifach; (2) Interstitial Water 
and Connective Tissues by Dr. Mario Gaudino, and (3) Hormonal Effects on 
Connective Tissues by Dr. Gustaf Asboe-Hansen of Copenhagen. Other guest 
participants included Dr. John Krog of Oslo, Norway, and Dr. F. Marott Sinex 
of the Brookhaven National Laboratory, Upton, \. Y. 

This book conforms to the previous volume, but has, in addition, an extensive 


subject index for the preceding five volumes. It presents recent material and 
should be of interest to those with fundamental contacts with this field... V. H. 


Surgery of the Adrenal Glands. WILLIAM WALLACE SCOTT, AND PERRY B. HUDSON, 
Springfield, Il]., Charles C Thomas. 1954. 150 pp. 35 illus. Price: $3.50. 


This monograph, one of the American Lectures on Abdominal Viscera edited by 
Dr. Lester R. Dragstedt, is a worthy addition to this series. Dr. Scott is well 
known as the present incumbent of the Chair of Urology at Johus Hopkins Uni- 
versity. The associate author is Assistant Professor of Urology at Columbia. 
The book is 150 pages long, compact and easy to handle. There is an adequate 
and separate author and subject index; there is an up-to-date bibliography at the 
end of the book. There are 35 well reproduced figures. 

The main outline of the book is under four headings: first, structure, function, 
etc. of the adrenals; second, a thorough account of the different tumors of the 
adrenals; third, an account of treatment of tumors for either disseminated prostatic 
carcinoma or disseminated breast carcinoma. Finally, as a practical note, there 
are details as to substitution therapy after adrenalectomy given in outline form 
by days, preoperative and postoperative. For those interested in an up-to-date 
view of this particular subject, this monograph should be authoritative.—H. .V. H. 
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OBSTETRICS AND GYNECOLOGY 


SPECIAL REPORT 
Amenorrhea* 


Russell R. de Alvarez, M.D. 


SEATTLE, WASHINGTON 


Amenorrhea is a symptom of underlying normal physiology, pathologic physi- 
ology, or systemic disease. It is not a disease, nor should it rightfully be considered 
a diagnosis. The underlying condition may not necessarily be disease but a func- 
tional problem that in itself may be cither physiologic or a condition not producing 
a threat to the patient's health or life. Amenorrhea is generally considered to be of 
two types, primary or secondary. Primary amenorrhea means that a normal spon- 
taneous period of menstruation has never occurred. Secondary amenorrhea is desig- 
nated as having occurred in persons who have previously and normally menstruated. 

Anatomic Defects—-Anatomic defects present the most obvious causes for amenor- 
thea. Such defects as congenital absence of the vagina and /or the uterus, as well as 
congenital atresia of the vagina or cervix, are easily diagnosable in the simplest of 
gynecologic examinations. The endometrium may show evidence of destruction 
from previous irradiation damage or from tuberculous endometritis. The ovaries 
may also present evidence of destruction by neoplasm or inflammatory disease. 

Endocrinopathic Causes—The influence of the pituitary on these glands is well demon- 
strated when the pituitary gland is removed. Under such circumstances the ovary, 
thyroid, and adrenal cortex undergo atrophy, with the subsequent change of clinical 
findings compatible with the deranged physiology of these target glands. In a like 
manner, involvement of the pituitary by neoplasm, atrophy, necrosis, thrombosis, 
or embolism provokes effects compatible with those subsequent to removal of the 
anterior pituitary gland. 

When obliteration of the pituitary gland has occurred, there is little or no follicle- 
stimulating hormone elaborated. As a result, no estrogens are produced. In a like 
manner there is no stimulation of luteinizing hormone production and thus ovulation 
does not occur. As a result of the failure of the ovary to produce its steroid hor- 
mones, atrophy of the uterus ensues. When such a series of events occurs, the clinical 
diagnosis and the <ausative feature may be confirmed by performing certain endo- 
crine studies. When there is hypofunction of the pituitary, urinary F.S.H. is low; 
urinary estrogen output is also low. In addition, the vaginal smears are of the pre- 
cornified type and there is no elevation of the basal body temperature. Microscopic 
study of the endometrium reveals atrophy. Such patterns of hypogonadotropinuria, 
demonstrating evidence of pituitary hypofunction, are seen in Frolich’s adiposo- 


* Published in J.A.M.A. 156-582-585, October 9, 1954. 
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genital dystrophy, chromophobe adenoma of the pituitary, hypopituitary cachexia 
Simmond's disease), and postpartum pituitary necrosis (Shechan’s syndrome). 

The thyroid gland probably accounts for the most common endocrinopathic cause 
of amenorrhea. Hypofunction of the thyroid is seen as the most frequent thyroid 
cause of amenorrhea. Even though anatomic or physiologic absence of the thyroid 
is not the most frequent cause of amenorrhea, gynecologists usually regard amenor- 


rhea as one of the earliest symptoms of thyroid hypofunction. In hypothyroidism, 


the thyroid hormone, which assists in maintenance of general body homeostasis, 
is decreased. 

Hyperactivity of the thyroid is also, but not as frequently, a cause of amenorrhea 
as is hypothyroidism. In hyperthyroidism there is a depression of thyrotropic 
hormone output. 

The ovary is a common and frequent factor in the production of amenorrhea as a 
result of decreased physiologic functional activity. Primary ovarian deficiency occurs 
as a result of physiologic aging, interference with blood supply, irradiation, inflam- 
matory disease of both ovaries, neoplasm, or removal of the ovaries. Secondary 
ovarian hypofunction occurs as a result of pituitary insufficiency to effect gonado- 
tropic secretion; such pituitary deficiency may be primary in the pituitary or be a 
result of the suppression of pituitary function by various steroids. 

Hypofunction of the adrenal cortex (Addison's disease) is frequently reflected by 
the symptom of amenorrhea. This may be on the basis of primary panhypopitui- 
tarism with a deficiency of all the crophic pituitary hormones. The disease may be 
on the basis of primary disease in the adrenal cortex, as produced by tuberculosis, 
nonspecific infections, or necrosis. 

In congenital adrenal hyperplasia, representing hyperfunction of the adrenal cortex, 
amenorrhea is one of the most constant symptoms and is often the one reason why 
the child or young woman is presented to the physician. When evidences of female 
pseudohermaphroditism exist, the diagnosis of adrenal cortical hyperplasia should 
always be entertained. Such persons secrete, selectively, excessive amounts of andro- 
genic steroids. Among such patients, a marked increase in corticotropin emanates 
from the pituitary in an attempt to stimulate and maintain the production of gluco- 
genic corticoids of the adrenal. The increased output of 17-ketosteroids should 
make one suspicious of the possibility of adrenal cortical tumor 

Nonendocrinopathic Causes—Nonendocrinopathic causes of amenorrhea include tuber- 
culosis, diabetes, nephritis, malignant tumors, debilitation, blood dyscrasias, mal- 
nutrition, wasting diseases, hypopituitary cachexia, anorexia nervosa, obesity, and 
psychogenic disturbances of all varicties. 

Since the basic tenets of diagnosis include complete history and complete physical 
examination, these form the basic framework for investigating the clinical condi- 
tions reflected by this important symptom. A complete gynecologic examination is 
a requirement. The basic laboratory work, including hematocrit, leukocyte count, 
stained smear of blood, and a urinalysis, should be performed on cach of such pa- 
tients. Roentgenograms of the chest and skull and basal metabolic rate determina- 
tion complete the minimal laboratory evaluation in this group of patients. Psychiat- 
ric evaluation should always be considered in the complete analysis of this symptom. 
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When the diagnosis is not apparent from these stated methods of evaluation, ex- 
haustive and specialized scrutiny is necessary. While the basal body temperature 
may not be as accurate an index as might be desired, it should be included for what 
it is worth without too much significance and emphasis being applied to results 
that are not diagnostic. Vaginal smear and endometrial biopsy give satisfactory 
information relative to gonadal-steroid activity. The determination of urinary 
gonadotropins, ketosteroids, and estrogens tends to pinpoint the diagnosis or to 
direct the investigation along more specific paths. 


TREATMENT 


Once the cause of this symptom has been determined, the treatment is then of the 
cause. In general, attention should be paid to correcting dietary composition. The 
endocrine approach to therapy of amenorrhea should also be based upon the cause. 
Among persons in whom primary ovarian failure has been found to exist, estrogen 
may be used to produce withdrawal bleeding. In such patients in whom only atro- 
phic endometrium is found, no curative results will be attained. The production of 
such withdrawal bleeding is carried out for psychologic reasons alone. 

Estrogen and Progesterone—Since progesterone acts on the endometrium only under 
the condition that the endometrium has been previously stimulated by estrogen, the 
use of progesterone alone in persons with atrophic endometrium would be of no 
value. Also, in such persons the combination of estrogen and progesterone would 
offer nothing more than would estrogen alone; when it has been proved that pro- 
liferation of the endometrium has spontancously occurred, the use of progesterone 
alone is a rational procedure. 

Cortisone—Cortisone is of value when the overproduction of pituitary corticotropin 
has been demonstrated. It is also of value among patients in whom high androgen 
excretion is noted, as in adrenal cortical hyperplasia. 
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obstetrics abstracts 


NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


10. Estimation of Fetal Weight Using Longitudinal Mensuration. Rnopert w. 
JOHNSON, Aurora, Colorado AND CLARENCE E. TOSHACH, Saginaw, Michigan. 
Am. J. Obst. & Gynec. 68:891-896, September 1954. 


Estimation of fetal weight in utero is important in the prevention of prematurity, 
and in evaluating fetopelvic proportion. Roentgen x-ray fetal cephalometry is as 
accurate as pelvimetry, but weight predictions based on film measurements result 
in only 36 per cent within 8 ounces. Birth trauma in large babies may be due to 
differences in the size of the head and body. 

Poulos and Langstadt presented a volumetric method for restimating fetal 
weight requiring two measurements and the use of a graph or considerable calcu- 
lation. MeDonald’s measurement of the height of the fundus from the symphysis 
pubis using a tape measure was determined during uterine relaxation within one 
week of delivery in 200 pregnancies. The tape was held between the index and 
middle fingers of the upper hand. The station was determined rectally. Crown- 
rump lengths were substituted if the presenting part was above the symphysis. 

Factors such as station and obesity were investigated for constant and therefore 
correctable errors in weight estimation. An assumed formula was corrected by 
finding the mean ounces per centimeter deviation from the assumed mean. 

Twenty-eight per cent of the pregnancies were nulliparous, and most types of 
presentation were proportionately represented. 

Station—The fundus follows the baby downward during descent to a limited 
extent. The station zero group was analyzed first to find a mean ounces per centi- 
meter variation in birth weight depending solely on the abdominal measurement. 
Groups at stations other than zero were then compared. By subtracting | cm. 
from the abdominal measurements for minus stations (or adding | cm. if below 
the spines), results were as good as the station zero group. 

McDonald’s measurement averages 34 cm. with a 7 lb. 8 oz. baby at station 
zero. Measurements more or less than 34 cm. indicate an average weight of 54% 
oz. per centimeter more or less than 7 lb. 8 oz. 

Obesily—Results indicated that McDonald's measurement averages | cm. more 
in women weighing over 200 Ibs. One em. is therefore subtracted before using 
that figure for estimation. 

Condition of the Membranes, Position and Presentation, and Parily——These factors 
introduced errors in estimation too small to be significant. 

Estimation of fetal weight in utero may be reduced to the following steps. (1.) 
One cm. is subtracted from or added to the abdominal measurement only if the 
station is above (minus) or below (plus) the spines. This is the factor M + S. 
(2.) Another cm. is subtracted only if the patient weighs over 200 pounds. (3.) 
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The difference between this figure and 34 centimeters is multiplied by 544 ounces 
and either added to or subtracted from 7 lb. 8 oz., depending on whether the cor- 
rected abdominal measurement was more or less than 34 cm. The standard devi- 
ation for this method is + 12.45 ounces, or 68 per cent of all the babies estimated 
were within that range; 50.5 per cent were within 8 ounces. 

It has been shown that a corrected abdominal measurement of 30 cm. gives 
84 per cent assurance that a baby will not be premature by weight. More com- 
plicated ways of estimating fetal weight have not been proved statistically to be 
better than this method. 5 references. 1 figure. 1 table.—Author’s abstract. 


Many attempts to measure the size of the child in utero have been made. They run 
the gamut from simple manual estimation through complicated elaborate volumetric 


efforts. This editor has found nothing better than clinical judgment, although he recog- 
nizes thal in many instances this judgment is fallacious. Perhaps a trick ulilized 
over many years may be of aid to others. A tall woman has a long symphysis lo riphoid 
distance. A short woman, conversely, has a short symphysis to’ riphoid distance. 
In the tall woman the baby tends to lie parallel to the vertebral column. In the short 
woman the baby tends to project quite far forward. The weight of the baby is estimated 
and noled on the chart if the woman is of average height. If she is tall, one-half to one 
pound is added to the estimate of the baby’s weight. If she is short, one-half to one 
pound is subtracted from the estimate of the baby’s weight.—William F. Mengert, M.D. 


PATHOLOGIC PREGNANCY 


41. Adrenocortical Function in Toremia of Pregnancy. ELEANOR H. VENNING, 
BERTHA SINGER AND GEORGE A. SIMPSON, Montreal, Quebec. Am. J. Obst. & 
Gynec. 67 542-548, March 1954. 


Adrenocortical function was investigated in 17 cases of normal pregnancy, 43 
cases of toxemia of pregnancy, and 6 cases of pregnancy with hypertension. Only 
late toxemia of pregnancy was studied. The patients were classified clinically as 
being mild, moderate, or severe according to the criteria of the American Com- 
mittee on Maternal Welfare. Formaldehydogenic steroids, free and conjugated, 
as well as the glucocorticoid excretion were measured. The excretion of a sodium 
retaining factor, which is now believed to be aldosterone, was also determined. 
Although there was an overlapping of values for most of the groups, a definite 
trend was observed. A progressive increase was observed in the mean value for 
both the free and conjugated formaldehydogenic corticoids in those patients with 
mild and moderate toxic symptoms. The mean values for the free neutral fraction 
were 2.42 mg. and 3.04 mg. per Gm. creatinine; those for the conjugated fraction 
were 29.2 mg. and 36.6 mg. per Gm. creatinine respectively. Compared with the 
normal mean values, which were 1.27 mg. and 21.0 mg. per Gm. creatinine these 
differences were of statistical significance. In the 9 patients with severe toxic 
manifestations, the mean value for the corticoid excretion was lower than those 
found in the milder cases—2.13 mg. per Gm. creatinine for the free neutral fraction 
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and 17.7 mg. for the conjugated fraction. The patients with hypertension gave 
values only slightly higher than those found in the normal cases, 1.91 mg. and 
23.5 mg. per Gm. creatinine for the two fractions. 


With regard to the excretion of glucocorticoids, the majority of normal preg- 


nancies showed a higher level of excretion of these active substances than the toxic 
patients. 

The sodium retaining factor or aldosterone-like substance was determined in the 
crude urinary extract. Extracts obtained from all the patients with toxemia of 
pregnancy showed an increased sodium retaining activity. Although there was no 
correlation between degree of sodium retention and severity of disease, the differ- 
ences between the normal group and those with toxemia of pregnancy were signifi- 
cant. These findings suggest that there is both a qualitative and a quantitative 
change in the excretion of urinary corticoids in toxemia of pregnancy. The most 
constant finding is an increase in the output of a sodium retaining substance. 27 
references. 3 figures. 2 tables.—Author’s abstract. 


This interesting presentation indicates the emphasis presently being placed upon the 
physiologic features present in the pregnancy toremias, even though no cause of loremia 
of pregnancy at present is known. These studies assist in understanding the mech- 
anism by which some of the pathologic findings may well be explained. Only until 
recently was it thought that desorycorticosterone might be implicated in the production 
of toremia of pregnancy; now the workers at Utah have definitely isolaled ils presence 
in the placenta. The results for formaldehydogenic corticoids (and probably gluco- 
corlicoids) are lower in the severe toremias of pregnancy than in mild toxemias of 
pregnancy. Such findings are contrary to those of Lloyd. Venning’s levels for sodium 
retaining sleroids are quite comparable to those of Gordon.—Russell RK. de Alvarez. 


42. Pregnancy and Pulmonary Resection. GEORGE W. CORNER, JR. AND ROBERT 
E. L. NESBITT, JR., Baltimore, Md. Am. J. Obst. & Gynec. 68:903-915, Sep- 
tember 1954. 


Since 1901, when Heidenhain performed the first successful lobectomy, and 1931, 
when Nissen accomplished the first successful pneumonectomy, pulmonary re- 
section has been developed into a major form of therapy for an increasing number 
of pulmonary diseases. It is obvious therefore that surgeons and obstetricians are - 
going to be increasingly concerned with the ability of patients with diminished 
pulmonary tissue to meet the demands of pregnancy. 

There are 42 cases in the literature in which pregnancy has followed or has been 
associated with the resection of major anatomic divisions of the lung; and at the 
Johns Hopkins Hospital there have been 15 such cases. Our series consists of 
2 cases in which lobectomy was performed just before pregnancy, 6 cases of lobec- 
tomy during pregnancy, 3 cases of pregnancy following resection of two lobes, and 
1 cases of pregnancy following pneumonectomy. 


These 57 patients have had 69 pregnancies: 7 terminated by therapeutic abor- 
tion, 4 by spontaneous abortion, 8 by premature delivery, and 48 by term delivery. 
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There were 51 vaginal deliveries and 5 
cesarean sections. There was one maternal death during the puerperal period due 
to pulmonary infection. Five infants were lost, one during the neonatal period, 
and four were stillborn. 


The outcome of two cases is unknown. 


Gaensler (1953), whose observations constitute part of a study of pulmonary 
function in pregnancy, has studied 2 patients, one with pneumonectomy and space- 
filling thoracoplasty and one with left pneumonectomy and right thoracoplasty. 
Even these patients with marked pulmonary insufficiency showed little or no change 
in pulmonary function late in pregnancy. Gaensler and his co-workers have 
reached certain conclusions regarding the differences in pulmonary function during 
normal pregnancy and pregnancy complicated by pulmonary insufficiency. Our 
studies, though less extensive, support these conclusions in general. 

In patients with pulmonary insufficiency due to loss of lung tissue and dimin- 
ished intrathoracic space, the ventilatory capacity is reduced due to the irreparable 
loss of vital capacity. Compensation for this loss is effected by more rapid and 
more regular breathing and by the decreased resistance of the respiratory passages 
to the smaller vital capacity. 

In pregnancy, hyperventilation generally decreases as pulmonary insufficiency 
increases, since ventilation increases no more than oxygen uptake. In normal 
pregnancy the increased ventilatory requirement is met by increase in depth of 
respiration. When the total lung volume is markedly decreased, the elastic limits 
of the thorax and lungs do not permit such a mechanism to be effective. The 
pregnant patient with severe pulmonary insufficiency, especially if the thoracic 
cage is also reduced in size, can, therefore, only handle the increased ventilatory 
requirement by increasing her respiratory rate. 

In both normal pregnancy and pregnancy complicated by pulmonary insuffi- 
ciency there are no essential changes in vital capacity and maximum breathing 
capacity as pregnancy advances. In Gaensler’s patients the subdivisions of total 
lung capacity showed the changes characteristic of pregnancy, i.e., breathing with 
more deflated lungs. 

The excellent obstetrical record of the 57 patients who have had pregnancies 
complicated by pulmonary resection demonstrates that patients with purely re- 
strictive pulmonary insufficiency tolerate pregnancy well. The clinician may 
accept with security Gaensler’s statement that “patients with restrictive ventila- 
tory insufficiency, who are not dyspneic at rest or during slightest exertion, should 
tolerate pregnancy without difficulty.” Indeed, pneumonectomy and lobectomy 
may even be performed during pregnancy with safety to mother and infant, if 
absolutely essential to the welfare of the mother. 27 references. 6 tables.— 
Author's abstract. 


While pulmonary lesions offer no real contraindication to pregnancy, neither does 
pregnancy present any contraindication to treatment of pulmonary lesions. The present 
advances in the study of pulmonary ventilation, electrolyte therapy, and in obstetrics 
make the coexistence of pregnancy and therapy for pulmonary disease more compatible. 
—Russell R. de Alvarez. 
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NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


43. Rectal Pentothal as an Anesthetic Agent in Obstetrics. ERNEST W. FURGURSON, 
Plymouth, N. C. North Carolina M. J. 15:437-440, September 1954. 


Sodium pentothal via the rectum eliminates the undesirable features of methods 
such as low spinal, continuous caudal, and inhalation anesthesia and provides a 
close approach to the ideal. In 750 deliveries we have found it to be painless, re- 
liable, and simple to administer. It requires little nursing assistance and causes 
no injury to the skin, muscles, bone, veins, or nerve tissues. When used properly, 
it is relatively free from danger. 

\ decrease in anxiety and tension with beginning drowsiness is noted within 
two to five minutes after instillation. The anesthetic effect becomes noticeable 
within 5 to 15 minutes and lasts from one to two hours. Full consciousness is 
usually regained within 30 to 60 minutes after delivery. Analgesia and amnesia 
were complete in 90.4 per cent of cases. 

The drug is supplied in 3 Gm. vials, only 7 ce. of water is used for each gram of 
the drug. | Gm. per 75 lb. of body weight has been satisfactory. Supplement 
doses are not required. 

A cleansing enema is not essential for the desired effect of pentothal to be 
achieved. Soapsud enemas are contraindicated, due to irritation of rectal mucosa. 
Demerol is administered intramuscularly in doses of 50 to 100 mg. at intervals of 
one to three hours until the cervix is dilated to 3 or 4 cm. in multiparas and to 4 
cm. or more in primiparas. The pentothal solution is drawn into a 20 ce. syringe 
in the exact dose desired, plus the volume required to fill a French catheter (size 
12 to 16). With the patient prone on her left side, the lubricated catheter is in- 
serted 6 to 8 inches into the rectum and the syringe emptied; when withdrawn a 
gauze pad is pressed against the anus. 

Inhalation of a nitrous oxide-oxygen mixture is used in a few cases requiring 
mild supplementary anesthesia during the second state and also used for perineal 
repair. No untoward reactions to rectal pentothal were noted. There were no 
maternal deaths in our series of 750 cases and no instances of increased postpartum 


bleeding, retained placenta, change in blood pressure and respiration, or other 
complications from the use of the drug. 


Rectal pentothal, when administered in the dosage recommended, has no un- 
toward effects upon the baby. 

Eight stillbirths and 10 neonatal deaths occurred in this series, giving a fetal 
mortality of 2.4 per cent. In no case could the anesthetic agent be held accountable 
for the deaths. 

Pentothal should not be employed in patients with severe diseases or abnormal- 
ities involving the glottis, trachea, or mediastinum, or with cardiac decompensa- 
tion. The drug is absolutely contraindicated whenever a marked inflammatory 
lesion of the rectum is present. It may be used safely in almost every other type 
of obstetric patient except primiparas with pelvic anomalies or malpositions, and 
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patients with allergic dermatitis or very severe anemias. Other barbiturates 
should not be employed in conjunction with rectal pentothal. 

Our experience in 750 deliveries has shown the rectal administration of sodium 
pentothal to be the ideal method of anesthesia for obstetric patients and no ill 
effects upon mother or baby have been noted. No depressive after-effects were 
noted and all patients were pleased with the results of the drug. 3 references. 3 


tables.— Author's abstract. 


The ideal obstetric anesthelic or analgesic is yel lo be discovered. The number and 
divergence of specifications for the ideal analgesic and anesthetic are so great that it is 
doubtful if the “ideal” ever will be discovered. Perhaps this editor has become over- 
cynical but it seems to him that he has read sentences like this before, “Our experience 
in several hundred deliveries has shown the administration of Dr. Brown's sodium 
elixir to be the ideal method of anesthesia for obstetric patients and no ill effects upon 
mother or baby has been noted.” Anyone who studies anesthetics knows that a series 
of less than 5,000 patients is worthless and does not present the true picture. As a 
matler of fact, a series of 5,000 is minimal and il is preferable to have many more 
patients than this before atlempling a report. Nevertheless, and repeatedly through the 
years, reports of the “ideal” obstetric anesthetic or analgesic based on a few hundred 
cases have been forthcoming. This editor would like lo ask, where now are all these 
“ideal” drugs which hare been tried in the past??—William F. Mengert, M.D. 


PATHOLOGIC LABOR INCLUDING OPERATIVE OBSTETRICS 


44. A Review of Recent Advances in Radical Pelvic Surgery: Report of Three Cases. 
JOHN L. HARRIS, JR., HUGH H. TROUT. JR., HORACE A. ALBERTSON AND ALFRED 
p. sonESs, Roanoke, Va. Virginia M. Monthly. 87:117-120, March 1954. 


A new era of radical pelvic surgery opened in 1948 with the work of Alexander 
Brunschwig and his clinic, who reported extensive pelvic evisceration for advanced 
carcinoma. Following his reports, Bricker, Burt, Payne and others reported their 
modifications and additions to the original technics. 


Three of these radical operations have been performed since 1951 at Jefferson 
Hospital in Roanoke. Virginia. Case 1: A 36 year old white female complained 
of pelvic pain. Biopsy of a mass in the posterior vaginal fornix proved it to be an 
epidermoid carcinoma. The operation included a total hysterectomy, vaginectomy, 
and abdominoperineal resection of the rectum followed by a colostomy. The pa- 
tient at this time has no evidence of residual malignant tissue. 

Case 2: A 47 year old white female complained of low abdominal cramps of 
18 months’ duration. During the last 6 months she had had almost constant ab- 
dominal pain and required large amounts of daily narcotics. Physical examination 
revealed a hard fixed mass which replaced the cervix and extended into the broad 
ligaments. When operated on she was found to have a carcinoma with direct ex- 
tension to the mid-portion of the sigmoid. Both ureters were transplanted into the 
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rectosigmoid below the sigmoid anastomosis following the removal of the malig- 
nant tissue, which included all uterine ligaments, ovaries, tubes. uterus, bladder and 
cervix. Since surgery she has gained 50 pounds and has no evidence of recurrence. 

Case 3: A 33 year old white female was admitted for abdominal and vaginal 
pain of 6 months’ duration in addition to a vaginal tumor of 12 months’ duration. 
Previous biopsy of the tumor showed benign squamous papilloma. On this ad- 
mission biopsy of the same mass revealed epidermoid carcinoma, grades I] and 
111. The tumor appeared to invade the entire wall of the vagina and extended 
into the rectum and bladder. A bilateral inguinal gland dissection, abdominal 
and perineal resection of the uterus and vagina, bilateral salpingo-oophorectomy, 
partial cystectomy, and partial excision of the rectum were performed. Postop- 
eratively she was found to have lost her uretheral sphincter, causing an inconti- 
nence. There was no evidence of residual neoplastic tissue. 9 references. 
Author's abstract. 


These reports do not clarify degree of disease, previous therapy, indications for surgical 
management or follow-up. In case No. 1, no lymphadenectomy. In case No. 2, il 
would probably have been beller lo perform a combined abdominal perineal resection 
as well. With this degree of erlension, lymphadenectomy was also indicated. In 
case No. 3, one cannot assume that the benign squamous cell papilloma diagnosed by 
biopsy was the only indication of disease present. Such diagnosis on the basis of 
histopathologic report should call for investigation of additional lissue to make certain 
that there is nol underlying squamous cell carcinoma of the cerviz, with squamous cell 
papillomatous growths representing only the advancing edge of such malignant neo- 
plasms. 

In general, the follow-up on these patients is poor. The resulls of this therapy should 
nol be regarded as justification for radical pelvic surgery until the true indications and 
follow-up of such surgery are known.—R.. R. de A. 


15. The Obstetrical Management of the Rh-Negalive Patient. v. Mm. Low, Toronto, 
Ontario. Am. J. Obst. & Gynec. 67:248-252, February 1954. 


The author states that in the Toronto area there was a 15.3 per cent incidence 
of Rh-negative patients in over 150,000 Rh-factor determinations, and that 5.7 
per cent of these Rh-negative patients showed iso-immunization. Reports of 490 
consecutive patients from his own practice are used to illustrate what is believed 
to be a satisfactory routine of obstetrical management. Of these patients, 86 proved 
to be Rh-negative and 7 showed iso-immunization. 


Until some proven method is found of preventing in Rh-negative obstetric pa- 
tients the development of congenital hemolytic disease, these patients should have 
an Rh-factor determination made at or about 16-20 weeks, and, if antibodies are 
found, a recheck as to titre at 30-34 weeks. 


In all cases of iso-immunization an attempt should be made to determine the 
Rh-subtype of the father to aid in giving prognosis in the event of further preg- 
nancy, especially where one or more infants have been born with or have died of 
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congenital hemolytic disease. Therapeutic abortion is not advised, and all Rh- 
negative patients are allowed to go into spontaneous labor at term, unless contra- 
indicated for some other obstetric reason. A Coomb’s test should be taken at 
birth of every infant born of an Rh-negative mother showing antibodies. Infants 
with a positive Coomb’s test should have immediate replacement transfusion 
within at least 12 hours of birth. The salvage rate under these conditions should 
approximate 85-90 per cent whenever treatment is considered possible. The 
initial hysteria and fear aroused in the minds of Rh-negative obstetric patients 
during the past decade should by now be a thing of the past. 2 references. 5 
tables.— Author's abstract. 


146. The Use of Large Doses of Progesterone in Delaying the Onset of Labor A fler 
Premature Spontaneous Rupture of the Membranes: I]. eEDUARD EICHNER, 
KALMAN KUNIN, MILTON LINDEN, IRA GOLDBERG, LELAND SALINGER AND ZOLTAN 
peLter, Cleveland, O. Am. J. Obst. & Gynec. 67:339-341, February 1954. 


The authors review the results in 60 patients whose membranes ruptured before 
the thirtieth week of gestation. Of 18 controls, 8 delivered without definitive treat- 
ment. Fetal salvage was 0. The latent period averaged 100 hours, the longest 
being 7 days. Except for high progesterone therapy, the remaining 10 controls 
were treated similarly to the treatment group with bed rest and antibiotics. Aver- 
age latent period was slightly under 7 days, the longest being 17. Several infants 
were born alive, and 1 lived 2 weeks. Absolute salvage was 0. Fifteen patients 
were previously reported and the additional 27 patients conclude the study. Each 
received 400-600 mg. progesterone (proluton) daily for the first 2 to 3 days, 200 
mg. daily for the next 3 to 5 days, and then 100 mg. daily during their hospital 
stay. Ambulation after the seventh day was discontinued when 5 infants con- 
secutively were lost because of prolapsed cord during the next 2 to 3 weeks. 

The use of opiates was prohibited since these medications seemed to produce 
precipitate labor and delivery in patients treated with high doses of progesterone. 
Absolute fetal salvage in this last group wes 9 infants, several of whom were de- 
livered at term. Six babies were lost in the first 48 hours through labor, and 6 by 
prolapsed cord in the second or third week. Fetal death occurred twice with pre- 
mature separation of the placenta, and | infant was lost after spontaneous rupture 
of the uterus in a hospitalized mother not in labor. Maternal convalescence after 
hysterectomy was uneventful. Only | patient in the entire series developed fever— 
noted on the fourth day of treatment. Labor ensued, and the living infant died 
several days later of generalized sepsis. Maternal recovery was satisfactory. 

Statistical evaluation is impossible with such a small number of cases, but results 
were superior in the treated group. The authors conclude that the latent period 
between premature rupture of the membranes and labor is in inverse ratio to the 
length of gestation at the time of rupture, and that increasing the length of this 
latent period is not overly hazardous to the mother or infant. They end with the 
plea that this method be tried with larger groups for final evaluation. 3 references. 
Author's abstract. 
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PATHOLOGY OF NEWBORN 


17. Neonatal Infant Mortality; Before and After the Use of the Air Lock for the 
Treatment of Newborn Infants in a Large Maternity Hospital. ALLAN BLOXSOM 
AND SISTER MARY ANGELIQUE, Houston, Texas. Am. J. Obst. & Gynec. 67: 
647-650, March 1954. 


An analysis of the neonatal term and premature infant mortality for the year, 
1952, a period in which the air lock was extensively used in the delivery room and 
premature and recovery nursery of the St. Joseph Hospital, was compared to that 
for 1949, the year immediately preceding the use of the air lock in the hospital. 

\ reduction in mortality has occurred in the term infants from 63 per 10,000 
term deliveries in 1949 to 37 per 10,000 term deliveries in 1952, a decrease of 41 
per cent. The premature infant and neonatal death rate in this hospital fell from 
2228 deaths per 10,000 premature infant deliveries in 1949 to 1504 deaths per 
10,000 premature deliveries in 1952, a reduction of 32.5 per cent, 

Primary causes for this reduction are believed at the present time to be (1) the 
rapid oxygenation of the anoxic infant by the air lock and (2) an increased rate of 
metamorphosis of the low cuboidal cells lining the alveolar sacs, caused by pressure 
changes in the air lock whereby these cells become a flattened type, and resulting 
in increased efficiency of the lungs by providing a greater surface of such cell 
lining for the exchange of oxygen and carbon dioxide. 4 references. 3 tables 
Author's abstract. 


18. The Vanderbill Cooperative Study of Maternal and Infant Nutrition: V. De- 
scription and Outcome of Obstetric Sample. WYLLIAM J. MCGANITY, RICHARD 0. 
CANNON, EDWIN B. BRIDGFORTH, MARGARET P. MARTIN, PAUL M. DENSEN, 
JOSEPHINE A. NEWBILL, SYDNEY MCCLELLAN, AMOS CHRISTIE, J. CYRIL PETER- 
SON AND WILLIAM J. DARBY, Nashville, Tenn. Am. J. Obst. & Gynec. 67: 
191-500, March 1954. 


This report reviews the cases of 2,046 white women attending the prenatal clinic 
at the Vanderbilt University Hospital. The unselected group, with incomes in the 
low to moderate range, represents every patient who was admitted to prenatal 
clinie during the four years of the study, 1945-1949. Each patient, in addition to 
her routine prenatal care, had a nutritional evaluation, based on physical examina- 
tion, biochemical assessment, and dietary records, for evidence of deficiencies. 
This paper reports the medical, obstetric, and pediatric outcomes of the mothers 
and their children. 

There was the usual distribution of primiparae and multiparae, and in this group 
the incidence of associated medical complications and obstetric complications was 
in line with those reported in current medical textbooks and United States vital 


statistics. The incidence of toxemia (preeclampsia and eclampsia) was 5.0 per 


cent. There were 2,068 infants from the 2,046 pregnancies; 92.3 per cent were over 
2,500 Gm.; 6.7 per cent, 400 to 2,500 Gm.; and 1 per cent, abortions. Normal 


vaginal delivery was accomplished in 91.4 per cent; midforceps, 1.3 per cent; 
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breech, 3.9 per cent; version, 0.2 per cent; cesarean section, 3.2 per cent. Two 
thirds of the primiparae had labors under 20 hours in duration, whereas two thirds 
of the multiparae had labors under 10 hours in duration. There was a | per cent 
incidence of postpartum hemorrhage, and a puerperal morbidity of 5.4 per cent. 
The fetal loss of the 2,048 infants (excluding 20 abortions) was 3.5 per cent. In 
the immature group (400-1,000 Gm.) the loss was 100 per cent; in the premature 
group (1,000-2,500 Gm.) 21.6 per cent; and in the mature group (over 2,500 Gm.) 
1.6 per cent. The incidence of congenital malformation was 2.6 per cent. Breast 
feeding was the sole food source for 71.4 per cent of the infants. 

As one would anticipate, a given obstetric abnormality was frequently associated 
with other obstetric difficulties. Similarly, an abnormal fetal issue was associated 
with resultant obstetric complications. 

The main purpose of this paper is to describe the sample of women studied and 
to show the completely typical nature of the sample so far as medical, obstetric, 
and pediatric complications and outcome are concerned. Only in the very low 
incidence of abortions does this sample differ from commonly accepted standards. 
7 references. 12 tables.— Author's abstract. 


49. The Vanderbilt Cooperative Study of Maternal and Infant Nutrition: VI. Re- 

lationship of Obstetric Performance to Nutrition. WILLIAM J. MCGANITY, RICH- 
ARD 0. CANNON, EDWIN B, BRIDGFORTH, MARGARET P. MARTIN, PAUL M. DENSEN, 
JOSEPHINE A. NEWBILL, SYDNEY MCCLELLAN, AMOS CHRISTIE, J. CYRIL PETER- 
SON AND WILLIAM J. DARBY, Nashville, Tenn. Am. J. Obst. & Gynec. 67: 
501-528, March 1954. 


This paper explores the relation to obstetric performance of dietary, biochemical, 
and physical characteristics of a group of 2,046 women who received their prenatal 
care at the Vanderbilt University Hospital during the period 1945-1949. All 
cases were studied from the first entry into the obstetric clinic of the hospital, 
and thus nutritional assessments preceded the development or recognition of 
various obstetric and fetal complications. Twenty-five subgroups of women ex- 
hibiting abnormal conditions associated with the maternal or fetal aspects of gesta- 
tion were compared nutritionally with the total group as a norm. 


The pattern of change in blood determinations as pregnancy advanced revealed 
in many instances alterations—such as the decrease in mean hematologic values, 
serum protein, and serum vitamin A—-that may be explained in large part by the 
recognized hemodilution effect. On the other hand, the increase in mean levels of 
serum carotene and tocopherol, and the urinary excretion of n’-methyl nicotinamide 
cannot be related to hemodilution. The authors accept these changes as normal 
physiologic occurrences of metabolic origin which must be defined before making 
any attempt to relate deviations from the pattern that may occur with obstetric 
and fetal complications. 

The average nutrient intake of the women was below the recommended dietary 
allowances set forth by the National Research Council, a deficit that was particu- 
larly evident in the third trimester of pregnancy. 
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There was not a single case of vitamin deficiency disease. The commonest 
physical stigma of nutritional significance was obesity, which was recorded in over 
15 per cent of the women examined. The only physical finding and nutrient level 
that could be correlated were gingivitis and ascorbic acid deficiency, and it was 
evident that the ascorbic acid lack was not the primary determining factor in the 
development of gingivitis. 

The nutritional status of the women with obstetric and fetal complications 
differed significantly from the total group in 11 of the 25 conditions examined. In 
all findings, except the higher levels of serum carotene of diabetic patients, the 
occurrence of statistical significance was a reflection of the large groups involved. 
The actual arithmetic differences were small, and were such as to question their 
physiologic significance. 

When the occurrence of obstetric and fetal complications was compared with the 
adequacy of nutrient intake certain positive correlations were found in groups who 
had dietary intakes during the third trimester of less than 1,500 calories and 50 
grams of protein. These groups exhibited a higher incidence of medical diseases 
associated with pregnancy, and preeclampsia and eclampsia. In both instances 
the abnormality appeared responsible for the lowered intake, not vice versa. 19 
references. 1 figure. 6 tables.— Author's abstract. 


gynecology abstracts 


THE VULVA AND THE VAGINA 


50. Continued Studies on the Treatment of Trichomona Vaginalis Infections. cant 
HENRY DAVIS AND C. G. GRAND. Am. J. Obst. & Gynec. 68:559-562. August 
1954. 


Davis and Grand while experimenting with various surface acting chemicals 
for their possible effect upon Trichomonas vaginalis, discovered that there was a 
remarkable synergism between polyoxyethylene-nonyl-phenol, sodium-ethylene- 
diamine-tetra-acetate and sodium-dioctyl-sulfosuccinate. 

In the dilution used clinically the balanced blend of these three chemicals de- 
stroys the flagellates within seconds; dissolves mucinous materials, fat and blood 
clot, yet is relatively nonirritating to mucous membrane and skin. 

Microscopic tests show that some flagellates will survive more than 15 minutes 
when any one of the chemicals is used alone in the dilution employed clinically, 
but when the detergent and chelating agent are combined, all are killed on an 
average of 75 seconds. When the wetting agent is added, as in their formula, all 
trichomonads, even in the clumps, are killed under 30 seconds 

The office treatment consists of drying the vagina and then thoroughly washing 
it with a | to 250 dilution. The vagina is then dried with cotton balls or gauze, 
and the patient leaves without any of the mess associated with former types of 
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treatment. Home treatment consists of douching (teaspoonful to the quart of 
water) once or twice daily the days the patient does not report to the office. A 
total of six office treatments within a three week period is recommended. Only 
office treatment is suggested for pregnant women. 

Studies with phase contrast miscroscopy show that many of the flagellates 
explode when brought in contact with this solution, with only small fragments 
remaining. 

If a cure is not obtained with one course of treatment with Carlendacide, the 
authors believe that a focus of infection will be found in urethral, vestibular, 
vaginal, or cervical glands. 

Carlendacide has been subjected to a variety of toxicity tests. Used in a dilution 
of 1 to 400 it does not prevent growth or show damage to growing cells. Labora- 
tory mice fed concentrations of 1 to 500 and | to 250 in their drinking water since 
August 29, 1953, show no evidence of toxicity. Young born during the experiment 
have matured and continued to drink water containing Carlendacide. Several 
groups of young chickens have also had a concentration of 1 to 1000 in all of their 
drinking water. Full strength has been applied repeatedly to the skin of individuals 
without evidence of irritation. 2 references.— Author's abstract 


51. Vaginitis, Due to Candida (Moniliasis), Treated with a Benzothiazole Deriva- 
live. ERLE HENRIKSEN, SAMUEL M. MARTINS, WALTER WILSON AND ANTOINETTE 
YEAMAN, Los Angeles, Calif. Am. J. Obst. & Gynec. 68:830-834, September 
1954. 


Sixty-five proved cases of vaginitis due to Candida were treated by intravaginal 
injection of a 5 per cent Astral dihydrochloride cream. Clinical cures were ob- 
tained in 54 patients (83.1 per cent); 7 patients (10.7 per cent) were not bene- 
fited; 4 patients (6.2 per cent) were temporarily relieved. Thirteen patients (20 
per cent) experienced a local irritation and 4 (6.2 per cent) patients had to discon- 
tinue the treatment. The authors found this a very useful drug in the treatment 
of this often obstinate problem. 12 references. 1 table.— Author's abstract. 


52. Hazards in the Intravaginal of Polassium Permanganate. acpert Cc. LAM- 
MERT AND ROGER B. scotrT, Cleveland, O. Am. J. Obst. & Gynec. 68:854- 
859, September 1954. 


The authors present 14 cases of erosion of vaginal and cervical mucosa with 
subsequent hemorrhage following the use of potassium permanganate tablets as 
abortifacients or cleansing douches. It is pointed out that its use as an abortifa- 
cient, albeit inefficient, is on the increase, while its legitimate use by physicians in 
various specialties is on the decline. 

Hemorrhage following its intravaginal use may be severe, requiring multiple 
transfusions, and eroded blood vessels may require suture ligation. Even more 
serious is the fact that two deaths have been reported following intravaginal po- 
tassium permanganate. It has been postulated that these were due either to circu- 
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latory collapse following severe local tissue damage or to hyperkalemia incident to 
absorption or acute hemolysis. 

In this series treatment ranged from observation alone to suture ligation of 
bleeding points in 4 patients. One to several transfusions were required in 4 
patients. Healing is usually prompt and complete though cervical scarring severe 
enough to necessitate cesarean section at term has been reported. 

The authors urge that the use of potassium permanganate for any gynecologic 
reasons be discontinued and that its use in other fields be critically assessed with 
the possibility of discontinuing its use as a therapeutic agent in medicine. 14 
references. 2 figures.—Author’s abstract. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


53. Cursoid Aneurysm of the Uterus. HERMAN L. GarDNER, Houston, Texas. Am. 
J. Obst. & Gynec. 68:845-853, September 1954. 


The author has reviewed the literature and reported a case of cirsoid aneurysm 
of the uterus, a lesion rarely observed. There have been less than LO such cases 
reported in the world’s literature. 

The lesion consists mainly of abnormal and multiple arteriovenous communica- 
tions within the uterine musculature. The case reported by the author showed 
direct communications between arteries and veins, with some of the vessels or 
sinuses being | cm. in diameter. The lesion is usually characterized by visible and 
palpable pulsations of the entire uterus, uterine enlargement, palpable thrill. 
audible bruit, and parametrial pulsations. The chief symptoms were menorrhagia 
and metrorrhagia. 

It is the opinion of the author that the lesion should be easily recognized if its 
existence is borne in mind. Treatment should consist of total hysterectomy. If 
the lesion is suspected, a curettage is contraindicated because of the probability of 
serious and uncontrollable hemorrhage. It is the opinion of the author that the 
lesion is congenital in origin and evidence is given to support this contention. To 


classify component vessels as arterial or venous has proved difficult in all reported 
cases. 14 references. 7 figures.—Author’s abstract. 


Compressibility is an important diagnostic sign.J. P. P. 


54. Sarcoma Bolryoides. nosent N. CREADICK, Durham, N.C. Am. J. Obst. & 
Gynec. 68:567-575, August 1954. 


These rare tumors have excited a sustained interest because of their extra- 
ordinary appearance, universal fatality, occurrence principally in very young girls 
or female infants, and the frequent inclusion of heterologous elements. Further 
noteworthy points concern the nomenclature, the ontogeny, the history, and first 
descriptions of these tumors, methods of diagnosis and treatment, and much that 
is apocryphal, inaccurate, or confusing in the descriptions, quotations, and patho- 
genesis. All of these points are briefly discussed. 
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Grapes, strawberries, and “‘a bunch of currants” are all terms that have been 
used to describe these tumors. Although numerous writers have attributed the 
term grapelike to Spiegelberg in 1879, the use of the term “traubige Sarkom” for 
this whole group of tumors should be attributed to Pfannenstiel. These tumors 
have also been supposed to be peculiar to infancy, or at least early childhood, but 
this also is untrue. They are “mixed tumors,” but cannot be called mesodermal. 
It seems fairly certain now that the term “sarcoma botryoides” is actually a mis- 
nomer, and we should adopt McFarland’s suggestion of using “dysontogenetic” 
for most of the tumors of this region. The terminology has certainly been bewilder- 
ing with 119 different names, including sarcoma botryoides and the tongue-twisting 
term “myxoma enchondromatodes arborescens colli uteri.” 

It is suggested that the term “dysontogenetic,” mixed tumors of the urogenital 
sinus, as requested by McFarland, be used rather than a descriptive term plus the 
word sarcoma. The term mesodermal should not be used when obvious epithelial 
elements and myelinated nerve tissues have been observed; multipotential anlagen 
would provide the best solution. A plea is made for better diagnostic efforts, 
despite the rarity of the tumor, and inclusion of the Papanicolaou stain technique. 
A few of these patients might be amenable to radical surgery in hope of a cure. 
24 references. 5 figures.—Author’s abstract. 


The Aetiology of Carcinoma of the Body of the Uterus. stasNLeY way, New- 
castle upon Tyne, England. J. Obst. & Gynaec. Brit. Emp. 617:46-58, 
February 1954. 


Carcinoma of the body of the uterus is frequently associated with other disease 
and phenomena which give some clue to its etiology. The menopause occurs later 
in women with carcinoma of the body of the uterus than in normal women. Dia- 
betes is common, uterine polyps and endometrial hyperplasia are frequently seen 
in association with carcinoma, and there is a high incidence of feminizing ovarian 
tumors and fibroids. Obesity is often seen with carcinoma of the body of the 
uterus. In addition there is a strong suggestion that there may be an inherited 
predisposition to the disease. 

Menopausal age. The average age of the menopause in 536 postmenopausal 
women was found to be 46.5 years. Sixty-five per cent of these women reached the 
menopause before the age of 50, and 35 per cent reached the menopause after 50. 
This figure of 35 per cent was greatly exceeded in women suffering from carcinoma 
of the body of the uterus, fibroids, endometrial polyps, feminizing tumors, and 
benign lesions associated with diabetes. Crossen and Hobbs in 1935 first drew 
attention to the fact that women with carcinoma of the fundus of the uterus ceased 
menstruating later than normal. The author's series of 153 cases of carcinoma of 
the uterine fundus showed similar results which were statistically significant. 

Diabetes. Diabetes seen in association with carcinoma of the body of the uterus 
is invariably of the insulin or senile type. In the author's series of 106 patients, 
31, or 29 per cent, were diabetic. Many other cases showed the prediabetic type 
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of curve, with an elevated fasting blood sugar and a high rise, and a curve which 
at the end of two hours was still 40 per cent above the fasting level. The renal 
threshold for sugar was very high in almost all these patients. Only 28 per cent 
of the carcinoma cases had a normal sugar curve. From estimates of the incidence 
of diabetes among women over 35 years of age it appears that this disease is about 
30 times as common in patients with carcinoma of the body of the uterus than it 
is in the general population. 

Uterine Polyps and Endometrial Hyperplasia. Of 90 cases in this series, 24 showed 
coexisting benign polyps, while in 6 others the tumor was a malignant polyp. 
Benign hyperplasia frequently exists with a malignant endometrium. It is thought 
that polypi represent localised areas of endometrial hyperplasia. 

Feminizing Ovarian Tumors. There were 5 feminizing ovarian tumors in 89 
cancer cases. Diddle (1952), in a review of the literature, found cancer of the 
endometrium in association with these tumors to be 14 times commoner than cervi- 
cal cancer. 

Fibroids. 1n this series the incidence of fibroids in association with cancer of the 
endometrium was 34 per cent. 

Glucose tolerance was tested by the author in three groups of women —those 
with fundal carcinoma, those patients in whom the menopause had occurred later 
than 50 but who had not developed fundal carcinoma, and a control group in 
whom the menopause had occurred before the age of 50 and who were not suffering 
from fundal carcinoma. The percentage of abnormal curves was 72 in the car- 
cinoma group, 53 in the late menopause group and 33 in the control group. The 
glucose tolerance curve was estimated in 32 patients with endometrial polyps, 
and some 60 per cent were found to have abnormal curves. In addition, 79 per 
cent ceased to menstruate after the age of 50. The glucose tolerance was also 
estimated in 8 cases of feminizing ovarian tumor, and only | patient showed a 
normal curve. The author shows that of 12 symptomless patients who had reached 
the menopause after the age of 50 and who also had a history of previous polyps 
and a family history of corpus cancer, and who had abnormal sugar curves, 3 were 
found to be suffering from undiagnosed corpus cancer, and the remaining nine had 
benign endometrial hyperplasia. In a series of 88 diabetics the menopause had 
occurred after the age of 50 in 54 per cent. Fibroids were frequently found; 1 
patient had carcinoma of the endometrium; a family history of fibroids, diabetes, 
and endometrial cancer was common. Four patients who had died of diabetes 
and who were submitted to autopsy showed unsuspected endometrial polyps. 

\ttention is drawn to the role of the pituitary in the production of diabetes as 
shown by the work of Houssay of the Argentine and F. G. Young in Cambridge, 
England, also to the role of the pituitary in the production of feminizing tumors 
in splenic ovarian grafts as carried out by the Biskinds, and Li and Gardner. 

The author concludes that there is strong evidence to show that overaction of 
the anterior lobe of the pituitary plays an important role, if not a dominating one, 
in the production of endometrial cancer, and produces suggestive evidence that this 
action may be inherited. 31 references. 6 figures. 11 tables.—Author's abstract. 
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56. Ulerus Duplex Unicollis. senepict B. BENIGNO, New York, N. Y. Am. J. 
Obst. & Gynec. 68 :860-866, September 1954. 


A congenital anomaly which is deceptive has no duplication of vagina or cervix, 
but two separate and distinct uterine bodies. The discovery of 5 cases within a 
seven month period suggests a higher incidence than has previously been de- 
scribed. 

The associated symptomatology is variable, from no symptoms to complex 
difficulties, including menstrual dysfunction, dysmenorrhea, and dyspareunia. The 
fact that fertility and frequency of conception are not adversely affected is well 
exemplified by noting that there was a total of 9 proved pregnancies in this series 
which terminated as follows: 2 full term vaginal deliveries, one a breech presenta- 
tion with complications in the third stage, and 7 spontaneous miscarriages, an 
incidence of 77 per cent. This high incidence of miscarriage has been consistently 
noted by most authors. The diagnosis of uterus duplex, unicollis is very seldom 
made on physical findings alone. Until recently, most cases were discovered either 
at autopsy, on laparotomy, or during a difficult labor. The most certain method by 
which an accurate diagnosis can be made before exploration is by the use of hystero- 
salpingography. The use of this modality was found to be invaluable as a diag- 
nostic aid. 

An interesting and, as far as can be determined, hitherto unreported observa- 
tion in the analysis of anomalies of the uterus is the rather frequent occurrence of 
uterine myomas. In this series, the incidence was 45 per cent, which may be of 
importance in the explanation of associated menorrhagia. When treatment is in- 
dicated, surgical procedures should be conservative, because these patients are 
usually in the child bearing group. The most common procedures utilized are: 
myomectomy, semi-hysterectomy, and in certain selected cases, the unification 
procedure (metroplasty). Total hysterectomy is reserved for cases near the meno- 
pausal age, or in patients where further pregnancies are not desired. 16 references. 
4 figures.—Author’s abstract. 


Vyomas of the ulerus are so common that they have been reported to be associated 
with a greal variely of conditions. Since myomas are so common, the frequency of 
occurrence in only 5 patients is inconclusive.—J. P. P. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


57. Probable Mesonephric Origin of Certain Female Genital Tumors. EMIL NOVAK, 
J. DONALD WOODRUFF AND EDMUND R. NOVAK, Baltimore, Md. Am. J. Obst. 
& Gynec. 68:1222-1242, November 1954. 

The mesonephric duct develops in fetal life but then disappears as the meta- 
nephros is evolved. Certain mesonephric elements may, however, persist in the 
region of the ovary, the broad ligament, the cervix, and the vagina, and certain 
tumors of the female pelvis apparently arise from these vestigial remnants. 

The so-called ovarian mesonephroma is a recognized pathologic entity first de- 
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seribed by Schiller in 1939. Another type of ovarian lesion, the clear-cell carcinoma 
of the ovary was noted by Saphir and Lackner who postulated a possible mes- 
onephric origin, and it is this group of cases that has previously been rather uni- 
versally misinterpreted as “hypernephromas” of the ovary. The histologic criteria 
for these tumors is discussed. 

We have been able to collect 13 cases from the material of the Ovarian Tumor 
Registry which seem to be of mesonephric duct origin. Of particular interest is 
the frequent histologic admixture of the Schiller mesonephroma (a tubular pattern 
characterized by a peg-like epithelium and frequent intraluminal tufting) with the 
characteristic clear-cell carcinoma. These occurred at various levels in the genital 
tract where wolffian duct remnants characteristically persist. Thirteen case re- 
ports are appended occurring in such areas as broad ligament, cervix, and vaginal 
fornix, but the rather frequent ovarian lesions hardly seem to merit special notation. 

These lesions may be benign or malignant, and the usual criteria for this differ- 
ence should be utilized. The vaginal and cervical growths may occur in young 
children presenting in either papillary or ulcerative form, and clinically suggestive 
of sarcoma botryoides, although the microscopic pattern is very different. There 
is much uncertainty regarding certain embryologic and histogenetic features of 
these tumors, but there seems little doubt that they represent a discrete pathologic 
entity. 17 references. 13 figures.—Author’s abstracl. 


The opportunity lo compare several of these rare tumors by the same observer is 
fortunale. The tumor registry provides a useful service in this regard.—J. P. P. 


58. In Vivo Studies on the Lymphatic Drainage of the Human Ovary. EDUARD 
EICHNER AND EDWARD R. Bove, Cleveland, O. Obst. & Gynec. 3:287-297, 
March 1954. 


Preliminary studies on rats, guinea pigs and dogs verified the safety of the dyes 
used in these studies. Dye spread in one monkey followed the human pattern, 
Four per cent pontamine sky blue (du Pont) was first used. This was succeeded 
by direct sky blue (Wyeth) obtained in sterile 4 per cent solution in ampules, 
One ml. of dye was injected into the hilum of the ovary through a fine 26-27 gauge 
hypodermic needle after the injection of 50 TRU hyaluronidase (Wydase). The 
direction of dye spread was studied in the controls, and then modified by ligation 
of ovarian ligaments. Only ligation of the infundibulopelvic and uterovarian liga- 
ments lent itself to adequate study. Manipulation and excessive dissection spreads 
the dye. Normal lymphatics follow the ovarian vessels. Ligation of the infundib- 
ulopelvic ligament caused dye-spread through the uterovarian ligament and the 
posterolateral uterine serosa to the uterosacral ligament. Here it crossed the mid- 
line, circled the rectum, and entered the deep pelvis, mesentery of the sigmoid, 
and the hypogastric area. It also ascended the opposite side of the uterine serosa. 

Additional ligation of the uterovarian ligament spread the dye through the 
broad and round ligaments to the lateral pelvic wall. Some followed the ureter to 
the ovarian vessels, but most entered the external iliac chain through the obturator 
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area and then proceeded to the hypogastric. Some entered the inguinal canal. 
None was seen in the groin. Dye remained in the serosal lymphatics. Drainage 
was primarily centripetal, detouring into secondary channels when the primary 
ones were blocked. Marked communications between the channels of the cervix, 
fundus uteri, bladder, rectum, and ovary were demonstrated. The study is being 
broadened and continued. The importance of the uterosacral ligaments is stressed. 
For surgical cure in pelvic carcinoma, all lymphatic depots must be removed. 10 
references. 7 figures.—Author’s abstract. 


59. Investigation and Treatment of Female Genital Tuberculosis. Ww. GORDON 
miLtan, Glasgow, Scotland. J. Obst. & Gynaec. Brit. Emp. 61:372-379, 
June 1954. 


Thirty-six patients with tuberculous endometritis, proved by positive histology 
on two separate occasions with positive bacteriology in the majority, were treated 
with streptomycin and P.A.S. for three months in the hospital. All patients were 
between 19 and 39 years of age. In over one third of the cases abdominal pain was 
the presenting symptom, menorrhagia was the most frequent menstrual disorder. 
Nine patients had no symptoms—their disease was discovered during an investi- 
gation of sterility. Results of tubal insufflation before and after treatment are 
described. A previous extra-genital tuberculous infection could be traced in 26 
cases. 

The infecting organism was the human strain of the bacillus in the 27 positive 
cultures obtained; there were no instances of bovine bacillus infection. 


Menstrual fluid culture was of little value and no reliance was placed on a nega- 
tive culture. 


Seven of the 36 cases (19.5 per cent) still showed tuberculosis of the endometrium 
after one or more years. The remainder (80.5 per cent) had negative findings. 
The 7 unsuccessful cases received isoniazid for eight weeks and in 5 of these patients 
the findings became negative. 

Three years after treatment 89.5 per cent showed no evidence of infection, but 
2 patients previously negative throughout had again become positive for tubercu- 
losis. Aprolonged period of surveillance is necessary in all cases. 11 references, 
2 tables. Author's abstract. 


60. Histology and Funetion of the Ovary from the Embryonic Period to the Fertile 
ige. HANNES SAURAMO, Joensuu, Finland. Acta obst. et gynec. Scandinavy. 
333-25, 1954. 


Studies of material consisting of 36 pairs of ovaries from the embryonic period 
up to puberty are described. The studies are based on serial sections. 

A distinct tunica albuginea was not observed until the newborn stage. The 
cortex and the medulla were first distinguished in a fetus of 30 cm. The oogonia 
gradually grew from 16 « in the embryonic period to 25 4. An infant of two months 
showed only few primordial ova in the cortex; at six months they were no longer 
observed. From the 19 cm. stage, primordial follicles were present, the ovum 
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measuring 40 yu. Growing follicles first appeared at the 23.5 cm. stage, and Graa- 
fian follicles at the 28 em. stage. Follicular epithelial cells developed from stroma 
cells. From 31 em. to the newborn stage, there was an abundance of primordial 
follicles. Follicle atresia was clearly seen during this stage, especially at the end of 
gestation. 

In an infant of 2 months the largest ova of the Graafian follicles already meas- 
ured 120u; growing, Graafian and atretic follicles, as well as corpora fibrosa in 
process of development, occurred in very large numbers. In an infant of 5 years 
the primordial follicles in the cortex were already rather far apart. The so-called 
hilus cells were often fairly numerous. A rete ovarii was always present; it de- 
veloped and was beautifully distinct by 2 months, but from this age to puberty 
it was weak. All cystic formations in the ovaries were physiologic follicle atresia. 
Fairly often the hilus contained adrenal cortical tissue. 49 references. 11 figures. 

Author's abstract. 


OPERATIVE GYNECOLOGY 


61. Management of Abnormal Ll terine Bleeding. ROBERT L. FAULKNER, Cleveland. 
Presented before the American Academy of General Practice, March 24, 1954. 


Unnecessary pelvic surgery comes after an episode of uterine bleeding more fre- 
quently than after any other single precipitating factor. For this reason an under- 
standing of abnormal uterine bleeding is especially necessary. It is defined as 
any bleeding that deviates from the normal pattern for the individual in duration, 
volume, or frequency. The causes are the following: 1. general causes—bleeding 
tendency, vascular or metabolic disturbances: 2. diseases of adjacent structures, 
such as ectopic pregnancies and endometriosis; 3. pelvic stasis, such as occurs with 
pelvic tumors; 4. rare ovarian tumors in childhood: 5. uterine causes, in which the 
anatomic site should be carefully investigated. 

The major indication for surgery is, of course, carcinoma. In the presence of 
all lesions of the cervix uteri, and before any fulgurations, biopsies, or conizations 
are done, Papanicolaou smears should be made. This is especially important be- 
cause of the recent interest in “prodromal” carcinoma, or carcinoma in situ. In 
the latter lesion, as well as in all carcinoma of the cervix, more attention should be 
paid to the parity than to the age of the patient. In some areas of the country there 
seems to be a decline in the detection of squamous cell carcinoma of the cervix, 
and an increase in the detection of prodromal carcinoma. Bleeding polyps are 
frequently found in examination of the cervix. These usually require curettage, 
especially in older women. 

Carcinoma of the endometrium seems to be increasing in incidence. Its early 
diagnosis depends upon prompt curettage if there is any irregularity in the vaginal 
smear. Papanicolaou stains are less valuable in detection of carcinoma of the en- 
dometrium than of carcinoma of the cervix. The aimless and undiagnosed basis 
for hysterectomy is strongly to be condemned. If carcinoma of the cervix is 
present, ordinary hysterectomy is ineffective. Most indications for hysterectomy 
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are readily diagnosable, but close cooperation with the pathologist is usually 
necessary. 

With respect to functional bleeding, there is no panacea. Large doses of estrogen 
frequently stop bleeding. Thyroid extract is occasionally effective, but there is 
no known basis for its effectiveness. Progesterone alone may induce ovulation, 
but the evidence for this is not secure. Estrogens may act by suppressing ovula- 
tion. In the treatment of menopausal symptoms, oral preparations are usually 
less expensive, and perfectly adequate if used in proper dosage. 


This whole question of “unnecessary hysterectomy” offers an excellent subject for 
debale. To mention an extreme viewpoint, how would the pelvic carcinoma rate be 
affected if every woman who had completed her reproduction underwent hysterectomy 
upon even the most lenuous of indicalions?—E. A. 8. 


62. Hormonal Assessment by Vaginal Cylology. eRIcA WACHTEL AND J. A. PLES- 
rer, London, England. J. Obst. & Gynaec. Brit. Emp. 67:155-161, April 
1954. 


Hormonal assessment and investigation into ovarian function were carried out 
on 15 adult patients by means of daily vaginal smears taken during one or more 
cycles. The patients were instructed in taking their own smears, which were fixed 
in portable fixing jars and brought to the laboratory at weekly intervals. 

The percentage of cornified cells, i.e., squamous cells with pyknotic nuclei 
(cornification index) was taken as the estrogen index. In normally ovulating pa- 
tients it showed a steady rise during the proliferative phase with a peak value at 
ovulation, and a sharp fall in the secretory phase. Ovarian function was deter- 
mined by the presence of typical cyclic patterns. The cornification index and 
pattern seemed to be correlated to a certain extent. 

By graphing the index against the days of the cycle three types of curves were 
obtained. These, regarded to be of diagnostic value in estimating ovarian func- 
tion, were: 1. the normal ovulatory curve; 2. the erratic curve indicating impair- 
ment of ovarian function, characterised by an uncoordinated and frustrated at- 
tempt at estrogen production and failure of ovulation; 3. the flat inactive curve 
denoting absence of ovarian activity. 

Conclusions drawn from cytologic appearances were compared with histologic 
diagnoses from endrometrial biopsies taken at the end of the cycles studied. In 
all cases thus investigated perfect agreement between cytologic and histologic 
diagnoses was obtained. However, the method is not applicable when gross in- 
fection is present. 3 references. 15 figures.—Author’s abstract. 


63. Simplified Technique of Tolal Hysterectomy with Bridge Clamp and Stump 
Stitch. nopert TauBer, Philadelphia, Pa. A. J. Obst. & Gynec. 68:1160- 
1165, October 1954. 


The concept of prophylactic hemostasis of the parametrium requires (1) that 
the tissue must be ligated before it is transected and (2) that the ligatures are placed 
close to one another, in order to avoid unligated areas between the ties. The first 
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requirement could be met by using embracing clamps instead of crushing clamps. 
The second requirement, however, presents unexpected difficulties. There are two 
ways of placing the ligatures close to each other—the transverse cut, and the stump 
stitch. Reflux bleedings from the transverse cut call for the use of additional 
instruments, which narrow the operating field so much that this technique does 
not prove to be satisfactory. Stump stitches offer great difficulties in the abdomi- 
nal way because deep in the pelvis the retracted stumps make the correct passing 
of the needle through the entire thickness of the floating tissue nearly impossible. 
\ satisfactory solution is to pass the needle through the ligated tissue before it is 
transected, thus preventing retracting and floating of the stump. 

This technical refinement makes it necessary to increase the capacity of the 
original embracing clamp in order to encircle with the same bite the ligated and 
the adjacent unligated area of the parametrium. 


The suture which is passed through the parametrium twice is called “special 


mattress suture.” It consists of the stump stitch and the embracing stitch which 
runs in opposite direction. Ligatures around a free edge are favorably anchored 
in order to prevent the ligature from slipping. Here the needle is also passed through 
the tissue twice but both times in the same direction, from back to front. 

The abdomen is opened and the bladder separated from the cervix. A bridge 
clamp encircles the right tube and the right ovarian ligament or the right infundi- 
bulopelvic ligament, if the adnexa are to be removed. The first suture ligature is 
anchored, tied, and left long. The ligated tissue must not be dissected. The 
bridge clamp is opened and the round ligament included in the same bite. The 
stump stitch is passed through the ligated portion in anteroposterior direction and 
close to the ligature, and the embracing stitch follows in the opposite direction 
through the adjacent, untigated portion of the broad ligament at the lateral end of 
the closure line of the bridge clamp. The ligature is tied and the bridge clamp is 
then removed. Reflux clamps are placed, and the ligated tissue is separated from 
the uterus. The avascular area of the broad ligament is gently forced downward, 
and thus a new, artificial edge is created. The portion of the parametrium which 
includes the uterine artery is encircled with the bridge clamp. The subsequent 
suture ligature is anchored. The ligature is tied, but the ligated tissue surrounding 
the uterine artery must not be dissected at this time. The bridge clamp is removed 
and used for the same steps on the left side. As soon as the left uterine artery has 
been ligated, all reflux clamps are taken off. Without extending the separating 
cut, the bridge clamp is opened and the adjacent, unligated portion of the left 
parametrium is included in the bite. The stump stitch and the embracing stitch 
are made. Before the placed ligature M—M is tied, the previously ligated portion 
of the parametrium is dissected, in order to have a minimum of tension in the tissue 
when the new ligature is tied. The bridge clamp is opened and the uterosacral 
ligament is included in the last bite. The stump stitch and the embracing stitch 
are made in the same way as before, the separating cut is extended through the 
ligated portion of the parametrium, and the placed ligature is tied. If no stump 
stitch is to follow, the separating cut may be extended to the end of the bridge 
clamp. The bridge clamp must not be removed. 
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A second bridge clamp is used to continue with the same steps on the right side. 
After ligating the last bite, which includes the uterosacral ligament, the clamp is 
left in place because here—and here only—the closure line of the bridge clamp has 
a hemostatic function. The vagina is opened and the uterus removed. A separate, 
simple mattress suture must be made around the closure line of each bridge clamp, 
in order to prevent bleeding from the so-called bloody angle and the paravaginal 
tissue. A running suture takes care of the edge of the vagina, leaving an opening 
in the center. The stumps are covered with peritoneum and the abdomen is closed, 
layer by layer. 

The danger of having a ligature slip is eliminated, because each ligature is secured 
in two stitch canals. It is easy to ligate any structure twice, however. if desired, 
simply by doubling the suture in the needle. One-half of the suture is “inside” 
(in the concavity of the needle), the other half “outside.” The free end of the 
“outside ligature” is tagged with a hemostat. After the needle has been passed 
through the tissue the ligatures are readily recognized on the inside and the outside 
of the needle eye. It is not necessary, therefore, to pull on the ligature in order to 
identify the corresponding ends; nor is it even possible to do any such pulling when 
dealing with an anchored suture. 2 references. 6 figures.—Author’s abstract. 


Having performed tolal abdominal hystlerectomies by many techniques, with and 
without clamps, crushing or otherwise, we do not believe any method superior to any 
other. Certainly there is NO PLACE FOR SUBTOTAL HYSTERECTOMY. 
The important points in hysterectomy are wide dissection; identification of ureters 
bladder and rectum; and nol allempling to ligate large amounts of tissue in any one 
sulure. Whether or nol one uses crushing clamps, “bridge clamps,” or no clamps, the 
cardinal surgical principle of fine suture material, ligating only small amounts of lissue, 
must be maintained. One of the most valuable surgical instruments al any operation 
is the suction apparatus. With the latter one can visualize where the needle and suture 
are placed and the bleeding point if clamp or ligature slips. Why make a simple pro- 
cedure complicated? —C. G. Collins 


64. Hysterectomy and Undiagnosed Pregnancy. so T. bE LEE, Chicago, Ill. West. 
J. Surg. 62:553-556, November 1954. 


In the absence of emergent pelvic pathology there are serious implications of 
hysterectomy performed on the pregnant uterus. This erroneous uterine surgery 
accounts for marked embryonic and fetal mortality. Mistaken laparotomy with 
associated diagnostic manipulations often terminates a pregnancy even when the 
abdomen is merely opened and immediately closed. 

Potential hazards in erroneous uterine surgery on the patient of childbearing 
age with a history of pelvic discomfort demands careful evaluation of the pelvic 
status. In patients of this group meticulous differential diagnosis between preg- 
nancy and pelvic disease, or the simultaneous existence of both, is emphasized 
before and during pelvic surgery. 


Hysterectomy is still the treatment of choice in the presence of a pregnancy, 
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when procedures which confirm this diagnosis render preservation of the gestation 
impossible and there exists pelvic pathology sufficient to justify uterine removal. 

If there is gross pelvic pathology amenable to operation in the face of a preg- 
naney, every effort should be made to save the pregnancy and only that surgery 
performed which will not interfere with the pregnancy. The exact course to pursue 
will depend upon the surgeon's evaluation of the type and degree of pelvic disease 
in relation to the patient's age, parity, and her ability to withstand possible future 
surgery. 


To prevent unjustified removal or disturbance of pregnancy uteri, pregnancy 
should be suspected in all potential age groups, even in patients with typical or 
atypical symptoms of pelvic disease. 

While indicated hysterectomy is a health-restoring and at times life-saving pro- 
cedure, gynecologic surgeons are urged to be pregnancy-conscious where this oper- 
ation is contemplated. 1 reference.—Author’s abstract. 


It is the author's premise that injudicious pelvic surgery, and particularly hystler- 
eclomy in the presence of unrecognized geslaiion, may be a serious contributing factor 
to fetal mortality. Fortunately, this is a rare occurrence in well conducted hospilals. 
However, it does occur in hospitals not conforming with the standards of the American 
College of Surgeons. It cannot be repealed often enough thal no abdominal surgery 
should be done in the presence of pregnancy unless pelvic pathology is sufficiently critical 
either lo threaten the normal progress of gestation or imperil the life of the patient, also 
that minimal manipulation assures the best protection against inviting miscarriage. 
To enter the abdomen without having established the absence or existence of pregnancy 
is criminal negligence._-L. A. Emge. 


65. Post-Menopausal Bleeding Associaled with Endometrial Hyperplasia. anruur 
M. SUTHERLAND AND JOHN M. MCBRIDE, Glasgow, Scotland. J. Obst. & 
Gynaec. Brit. Emp. 67:238-243, April 1954. 


A study has been made of 1,000 cases of postmenopausal bleeding occurring in 
the Royal Samaritan Hospital for Women, Glasgow, between January 1, 1941 
and June 27, 1947. These patients represent 4.31 per cent of the 23,200 gynec- 
ologic cases admitted during the period under review. The group included only 
patients aged over 40 years with a history of amenorrhea for at least one year 
before the onset of the bleeding. 

In a study of the causal lesions, malignant disease of the generative tract was 
found in 278 cases (27.8 per cent). The most common condition was carcinoma 
of the cervix, which occurred 148 times, while carcinoma of the uterine body was 
found in 89 cases. Endometrial hyperplasia occurred in 126 cases (12.6 per cent), 
95 of these specimens showing active hyperplasia and the remainder inactive hyper- 
plasia. Endometrial atrophy was found in 51 cases, fibroadenomatous polyp in 
15 cases, senile endometritis in 7 cases, secretory endometrium in 4 cases, and 
endometrial tuberculosis in 1 case. 


In 89 patients carcinoma of the uterine body was present. In a number of these, 
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nonmalignant tissue was also found, inactive hyperplasia occurring 8 times, active 
hyperplasia 7 times, endometrial atrophy 5 times, and fibroadenomatous polyp 1. 
In 2 cases with adenocarcinoma a previous curettage had shown simple active 
hyperplasia. While the occurrence of these 2 cases shows beyond doubt that active 
hyperplasia may be followed by adenocarcinoma at a later date, the present series 
does not suggest in any way that this is a common occurrence. Five cases were 
associated with granulosa cell tumor of the ovary. The endometrium was ex- 
amined in 4 of these, and active hyperplasia was present in each instance. A 
history of recent administration of estrogen was obtained in 12 cases. 64 references. 
6 figures. 3 tables.—Author’s abstract. 


STERILITY AND FERTILITY 


66. An Experimental Study of the Penetration of Human Cervical Mucus by Sper- 
matozoa In Vilro. cLane HARVEY, Exeter, England. J. Obst. & Gynaec. Brit. 
Emp. 61:480-490, August 1954. 


The entry of spermatozoa into, and their passage through, cervical mucus has 
been studied by means of a special slide designed by the author. Even in mucus 
of optimum consistency for penetration the forward progress of many sperm is 
arrested in a short distance. Less than 1 per cent pass through 3 em. of mucus. 
Entry into mucus is unaffected by density of sperm if this exceeds 20 million /ml., 
or motility if more than 1 million/ml. motile sperm are present. A composite 
figure for evaluation of semen, the fertility index, shows correlation with ability 
to enter mucus from 0 to 50. The proportion of cases in which sperm penetrated 
well into the mucus is more closely correlated with semen quality, and reaches a 
maximum with sperm densities 60 million/ml., motile sperm densities of 20 million 
mi. and a fertility index of 70. Diluting semen with buffered glucose did not impair 
the ability of sperm to enter or pass through mucus, using | to 40 parts of diluent 
to | part semen. Many tests were carried out using fractions of one semen sample 
with different mucus samples, and fractions of one mucus sample with two different 
semens. No indication of a specific antagonism between a particular mucus and 
a particular semen was found. In a series of 22 regular semen donors, the sperm 
of three men gave less good results than was expected from the quality of semen 
and mucus. The success of artificial insemination could not be predicted from the 
results of a penetration test, but it is likely that conception has occurred in cases 
where the mucus plug would have proved a barrier to sperm deposited in the 
vagina. The distribution of satisfactory results shows a peak 14 to 15 days before 
the subsequent menstrual period. The concentration of motile spermatozoa in 
cervical mucus may lead to erroneous conclusions about semen quality if only post- 
coital mucus is used for assessing the fertility of a husband. 16 references. 5 
figures. 8 tables.—Author’s abstract. 


Estimation of the ability of sperm to penetrate mucus is another practical means of 
evaluating the quality of sperm.—J. P. P. 
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Improved Fertility and Prevention of Abortion After Nutritional-Hormonal 
Therapy. 8. 3. GLASS AND M. L. Lazarus, Beverly Hills, Calif. J.A.M.A. 
154:908-910, March 13, 1954. 


There is a growing body of evidence that many cases of functional infertility 
result from long-standing deficiencies of certain essential foodstuffs and/or hepatic 
insufficiency. The experimental evidence is fairly complete. The clinical evidence 
is good in cases with extensive liver damage, and only suggestive in those with 
suspected or subclinical forms of hepatic or nutritional insufficiency. However, 
the use of an empiric regimen designed to overcome any possible nutritional and /or 


hepatic insufficiency has met with considerable success, according to the authors. 
The intensive nutritional regimen was provided as an important prerequisite to 
therapy with sex hormone supplements. The diet provided a superabundance of 
protein foods supplemented by natural concentrates of liver and vitamins A and B 
complex. After priming the patients with this nutrition, estrogens and proges- 
terone were prescribed in nominal dosage for a variable period of months. 

Striking improvement in fertility as well as in general health was experienced 
by the majority of 72 infertile patients (22 men and 50 women). Ten “habitual” 
aborters were similarly treated, and 8 of these experienced normal pregnancy. 

In the experience of the authors this empiric attack on the problem of functional 
infertility was more successful than any other type of therapy previously attempted 
in their clinic. 

The favorable results suggest that errors in steroid hormone metabolism may 
result from unrecognized nutritional-liver insufficiency. Such errors need not be 
conspicuous to cause impairment of fertility. The nutritional-liver-hormonal 
therapy appears to be logical, and merits continued clinical trials. 5 references. 
2 tables.— Author's abstract. 


68. Significance of Cervical Bacteria in Infertility. BERNARD M. KAYE, MELVIN R. 
COHEN AND HELEN MACLEAN, Chicago. Obst. & Gynec. 3:644-650, June 1954. 


The theory that certain cervical bacteria may be an etiologic factor in infertile 
matings because of their spermicidal qualities has been advanced recently. This 
theory has been studied in the following manner: cervical cultures were taken at 
or near the time of ovulation in 100 consecutive cases of infertility. These were 
divided into three groups: patients with clinical cervicitis; those with clean cerv- 
ices but with pathogenic bacteria; a control group with clean cervices and with 
about equal numbers harboring pathogens or nonpathogens. Only the first two 
groups were treated, mainly with Terramycin (oxytetracycline—-Chas. Pfizer & 
Company) vaginal tablets. 

This study has failed to confirm the theory of spermicidal bacteria. About equal 
numbers of patients in all three groups conceived, whether or not pathogenic 
bacteria were found on cervical cultures. The eradication of clinical cervicitis in 
the infertile patient increases the chances for conception irrespective of the variety 
of bacteria present. The enhancement of fertility paralleled the improved results 
of the Sims-Hiihner postcoital test. 11 references. 5 tables.—Author’s abstract. 
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69. Multiple Ulerotubal Insufflalions in Cases of Slerility Due to Tubal Occlusion. 
MORTON VESELL, New York, N. Y. Am. J. Obst. & Gynec. 68:810-814, 
September 1954. 


From a series of sterility cases over a period of five years, 29 cases were chosen. 
Tubal occlusion was the only cause of sterility in these cases. Selection of the 29 
cases were for two reasons: (1) all these cases became pregnant within two months 
after the last Rubin Test and (2) each case required at least six insufflations before 
pregnancy ensued. 

All of the 29 cases were performed under standard conditions; (1) 60 cc. of carbon 
dioxide per minute, run for five minutes (2) patient fluoroscoped in erect position 
about two minutes after completion of test (3) test performed only from third to 
seventh day after end of menstruation and fulfilled the following criteria of tubal 
patency sufficient for pregnancy to ensue: 

1. Initial pressure did not go higher than 120 mm. of mercury on the graph. 

2. Following initial rise pressure fell immediately to normal or less. 

3. Either or both diaphragm had to be elevated at least 34 to one inch or more 
by the layer of carbon dioxide under fluoroscope (erect position). 

One should not stop therapy if tubes remain closed or only partially open after 1, 
2, or 3 tubal insufflations. A plea is made for multiple Rubin Tests for therapy of 
tubal stenosis in sterility. A criteria for tubal patency sufficient for pregnancy to 
ensue is offered and one should continue therapy as long as patient permits. 5 
references. 1 table.—Author’s abstract. 


It must be assumed on the basis of the low pressure required to overcome tubal block 
thal the obstructing lesion was of a minor nature and perhaps could have been obviated 
more quickly by peruterine instillation of an oily, nonirrilant medium. Utero-sal- 
pingography certainly is warranted when repeat-tubal insufflation demonstrates per- 
sistent block. Often repeated insufflation is by no means an innorious procedure, since 
il may stir up quiescent infection. It should always be remembered thal fatal air em- 


bolism has occurred where pressure exceeded safe limits.—L. A. Emge. 


FEMALE UROLOGY 


70. Vesical Neck Obstruction in the Female. CHARLES PIERRE MATHE, San Fran- 
cisco. J. Internat. Coll. Surgeons. 27:146-159, February 1954. 


The clinical existence of vesical neck obstruction in the female has been estab- 
lished. It may be caused by a number of pathologic conditions including fibrous 
contracture, fibromuscular hypertrophy, polyps, prolapse, granulation tissue; valves 
of the posterior urethra, enfolding collaret, female prostate, and spasm or hyper- 
trophy of the sphincter due to neurogenic dysfunction. 


We emphasize the importance of early diagnosis and treatment before irreparable 
damage to the urinary tract has taken place. The most important diagnostic 
signs are the constant presence of residual urine persisting after urethral dilatation, 
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and recurrent episodes of cystitis and ascending pyelonephritis. Symptoms are 
frequency, urgency, dysuria, diminution in size of stream, and retention. Urin- 
alysis may be negative and therefore misleading. After acute symptoms subside, 
residual urine persists in vesical neck obstruction. Referred pain due to urethral 
and bladder neck disease may be transferred by a sympathetic nerve reflex to a 
distant location, causing nervous, gastrointestinal, cardiovascular symptoms, etc. 


Vesical neck obstruction can be visualized only with a cystourethroscope, which 
will reveal the obstructing lesion as well as the back pressure changes in the bladder. 
Ureteropyelography demonstrates resulting hydroureter and hydronephrosis. 
Cystography will, at times, show a filling defect at the base of the bladder. In 
patients with obstructing vesical neck disease, contracture of the neck is clearly 
visible in the form of a concave ridge forming the bar, which is visualized while 
withdrawing the cystourethroscope from the bladder into the urethra. 

In early contracture of the vesical neck, progressive dilatation is effective. 

atients not responding to conservative treatment are best treated by transurethral 

resection or open operation. Correct technic is all important, and in order to avoid 
vesico-urethral fistula it is best not to remove too much tissue the first time and 
to employ low coagulating current. It may be necessary to repeat resection once 
or even twice. 

Intravenous pentothal sodium anesthesia, supplemented by oxygen, carbon 
dioxide, ether, etc. is ideal, as it does not appreciably relax the vesical neck. In 
spinal anesthesia relaxation is so great that one is apt to cause injury while attempt- 
ing to resect the vesical neck obstruction which has fallen away from the operative 
site. 

We have had excellent results with the foregoing method of treating female 
patients with vesical neck obstruction. 52 references, 3 figures.—Author’s abstract. 


Tl. Suprapubic Vesicourethral Suspension as a Primary Means of Correcting Stress 
Incontinence and Cystocele. can. Gorrscn, Berkeley, Calif. West J. Surg. 
62:201-203, April 1954. 


Since the report in 1949 by Marshall, Marchetti, and Krantz on their procedure 
for correction of stress incontinence of the urinary bladder by suprapubic vesi- 
courethral suspension, most of the emphasis has been placed on the correction of 
stress incontinence following unsuccessful attempts by other procedures. Very 
little has been said about this procedure as a primary means of correcting stress 
incontinence. Ullery in his recent monograph, however, states that he feels it is 
a procedure that can be well applied where there is an accompanying abdominal 
procedure such as a hysterectomy for fibroids. 

Because the author had had previous satisfactory experience with the operation 
of suprapubic vesicourethral suspension for correction of previous failures from 
vaginal approach, he thought it worth while to try this procedure as a primary 
means of correcting stress incontinence in those cases where an abdominal pro- 
cedure was also to be carried out. In 7 patients a hysterectomy was done first and 
then a vesicourethral suspension after closure of the peritoneum. A perineorrhaphy 
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was also done in each case. The results were excellent in 6 patients and satisfactory 
in terms of function in the seventh but with some cystocele still demonstrable on 
examination of this last patient. This compares favorably with other series re- 
ported in the literature. 

It is apparent that the correction of stress incontinence requires individualization. 
Correction by vaginal repair is ideal in many cases. The use of proper exercises 
will suffice in others. A sling operation may be indicated in still others. However, 
in the group in which an abdominal operation seems indicated for removal of fibroid 
tumors or for some other reason a suprapubic vesicourethral suspension is ideal, 
as it adds much less to the operative risk than an abdominal operation plus a 
vaginal repair. 6 references.—Author’s abstract. 


MISCELLANEOUS 


72. Inhibition of Human Endometrial Adenosine Triphosphatase by Progesterone- 


RUTH WADE AND HOWARD wW. JONES, JR., Baltimore. Obst. & Gynec. 3:608- 
614, June 1954. 


The effect of progesterone on endometrial adenosine triphosphatase (ATPase) 
was investigated using a partially purified enzymatic fraction taken from a number 
of samples of normal endometrium. 

The experimental setup consisted of adding the endometrial fraction to a sub- 
strate medium made up of ATP in a barbituate buffer of pH 7.4 and 15 per cent 
propylene glycol used to dissolve the progesterone. The progesterone concentration 
was varied up to 6 by 10-* M. At the end of a given incubation time, the reaction 
was stopped by the addition of trichloroacetic acid. The inorganic phosphate was 
measured by the method of Fiske and Subbarrow, and the nucleotides (ATP, 
ADP, and AMP) were separated and measured by the method of Cohn and Carter. 

It was found that ATP, ADP, and AMP are all dephosphorylated by endome- 
trium under suitable conditions. Progesterone inhibits endometrial ATPase but 
has no effect on the rate of dephosphorylation of ADP or AMP. Experiments in 
which the ATP concentration and progesterone concentration were varied showed 
that the progesterone inhibition is not competitive. 9 references. 5 figures.— 
Author's abstract. 


73. Self Examination of the Breasts. nopert 8. SPARKMAN, Dallas, Texas. Texas 
State J. Med. 50:223, April 1954. 


It is estimated that 1 of every 25 adult women will develop breast cancer. In- 
struction in self examination of the breasts is one of the most promising means for 
improvement in control of this disease. An aid to self examination is described. 

A patient was seen because of a firm axillary mass suspected of being caused by 
breast carcinoma, but the primary tumor eluded detection on each of several 
examinations. Immediately prior to operation, while the breast was being washed 
with soap, it was noted that the primary tumor, which had theretofore escaped 
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detection, could be felt as the soapy hand glided without friction across the surface 
of the breast. 

Althouth this maneuver may be of occasional help to the physician, its chief 
importance lies in its adaptation to self examination by the patient herself. Fre- 
quently a tumor is first detected by the patient during the course of her bath. 
This is probably due not so much to any unusual thoroughness in palpation at this 
time as to the frictionless gliding of the hand over the soapy surface. Self examina- 
tion while bathing should not supplant the period examination in the recumbent 
position carried out according to prescribed technics. It is recommended as a 
worth while supplement to the usual methods. 6 references.— Author's abstract. 


74. Noles on the Surgery of Breast Tumors. 1. 4H. THOMASON, Fort Worth, Texas. 
Texas State J. Med. 50:224-227, April 1954. 


Cosmetic considerations in breast surgery deserve careful attention. The ex- 
cision of suspicious lesions is being and must continue to be performed. [neisions 
should conform to the tension lines of the skin (Langer’s lines), and should vary in 
location and direction with the site of the tumor. Attention to such details pays 
off in minimal scarring and with little distortion of the breast contour. 

The patient's permission to perform radical surgery if necessary should precede 
any biopsy procedure. Also, the type of incision for radical mastectomy should 
vary according to the location of the lesion. The area of dissection is quite constant, 


1owever, including the breast and its environs, much of the pectoralis major, a 
I luding the breast and it h of th toralis ma, | 


of the pectoralis minor, and the axillary lymph nodes, dissected en bloc. Wide 
surgical excision is as yet the best treatment for cancer of the breast. 5 figures. 
Author's abstract. 


BOOK REVIEWS 
Viullerkorn. PROF. DR. HANS GUGGISBERG. 5S. Karger, Basel and New York, 1954. 

Here is an example of the old time German scientific writing so rarely found since 
World War I. Dr. Guggisberg has taken Mutterkorn (ergot) to his heart and has 
learned and written about all that one could imagine upon the subject. His chapter 
headings in themselves describe the nature and the scope of his book: Ergot as a 
Cereal, Ergot as a Poison, The Chemistry of Ergot, The Pharmacology of Ergot, 
The Available Preparation of Ergot, The Therapeutics of Ergot in Obstetrics and 
Gynecology, and finally, Ergot as a Drug in Internal Medicine. 

Each one of these chapters is a monograph in itself. For example, in the section 
on chemistry the isolation of each of the alkaloids of ergot is described in detail. 

In discussing the use of the drug in internal medicine the author considers peri- 
pheral vascular disease, cardiac disease, angina, headache, ozena, gastric and 
duodenal ulcers, and lastly its employment in psychiatry. There are 45 pages of 
bibliography. This is truly a monumental work of reference and one which well 
merits translation into English so that its vast fund of information upon the subject 
of one of the major drugs may be made available to American physicians.--Edward 
A. Schumann. 
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Practical Obstetrics, by BRUCE L. MAYES, M.V.D., M.B., B.S., (Sydney) F.R.c.s.( Edin.), 
F.R.A.C.S., F.R.C.0.G. Angus and Robertson, Sydney, London. 


When an author states in his preface that he is advising his readers not what they 
should do but what he himself has done, that book is bound to be worth reading. 
Such is indeed the case in the volume under consideration. 

Dr. Mayes writes (as he says) not a textbook but a discussion of various problems 
as they confront the obstetrician, presented in a conversational style and with 
especial emphasis upon the instruction of students of medicine and general prac- 
titioners. The teaching in general is sound, conservative, and based upon “early 
diagnosis, late interference.” 

To select a few topics, the chapter on breech delivery is conservative and sound. 
For extraction of the shoulders when necessary Dr. Mayes uses the Lovesett technic 
of repeated rotation, which has never been popular in America. 

Toxemia of pregnancy is well covered, the author properly laying great stress 
on the nutritional factor. Dr. Mayes states that generally speaking, there is 
only one type of <esarean section—the low segment operation, a statement with 
which this reviewer, at least, is in profound disagreement. Quinine is lauded as 
an agent for inertia uteri, which seems strange. 

Altogether this is an engaging and commendable work, especially if one reads it 
as the author wrote it—as a series of discussions of obstetrical problems as they 
have occurred in his practice.—Edward A. Schumann. 


Obstetrische Shock. naumat aut. H. E. Stenfeet Kroese N. V., Leiden, 1952. 


This is a monograph of 180 pages on obstetric shock. Since this reviewer does 
not read Dutch he is dependent upon the author's summary and conclusions, which 
are appended to the book in English and French. 

The work is based upon a five year study of shock occurring in the maternity 
service of the University of Leiden from 1946 to 1950. Among total admissions 
of 4,630 patients there developed 96 (2.07 per cent) cases of obstetric shock. Of 
this number, 7 women died (7.29 per cent). Since there were no other maternal 
deaths in the series the total maternal mortality was 0.15 per cent. 

The majority of cases of shock followed hemorrhage, the usual causes of obstet- 
ric hemorrhage being operative, placenta previa, abruptio placentae, ruptured 
uterus, postpartum hemorrhage, etc. Some cases occurred in connection with 
toxemia. 

The explanation of the genesis of the shock renders the book somewhat confusing 
to American readers, since we tend to regard some degree of shock as inevitable 
in the presence of severe hemorrhage, and consider such hemorrhage and shock 
as separate entities. 

The work seems to have been done carefully, and the result is a thorough evalua- 
tion of the hemorrhagic and toxic complications of pregnancy and labor developing 
in the service studied.—Edward A. Schumann. 
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relieves PREMENSTRUAL TENSION medically 


In 50% of menstruating women, cyclic emotional 
symptoms — depression, irritability, tension and 
anxiety’? — most often have a physical basis that 
you can now treat successfully with the Pre-mens 
formula. These symptoms, coupled with such physi- 
cal complaints as headache, edema, abdominal pain, 
weight gain and fatigue, respond to Pre-mens. 

. the diuretic effect of ammonium chloride, the 
antispasmodic effect of the homatropine methyl- 
bromide, the mildly stimulating effect of caffeine, 
and the dual effect of vitamin B complex in increas- 
ing the breakdown of estrogens by the liver and by 
increasing the utilization of proteins,” assures relief 
in 80 to 90 per cent of patients.*:* 

Rx — 2 tablets t.i.d., p.c., for 10 days premenstru- 
ally. Recommend high-protein low salt diet. 
Supplied: In bottles of 60 enteric coated tablets 


A clinical trial supply of Pre-mens, packaged with helpful 

instructions and information for the patient, will be sent 

to a on request. Simply write the word Pre-mens ou 
your prescription blank, and mail to... 


Dhe 


without the 
use of hormones 
barbiturates 


or narcotics 
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